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A Dependable Antihypertensive 


“...by far the most effective 
and useful orally administered agent for reducing blood 


pressure . . 


. fully worthy of a trial in every case of 


essential hypertension in which treatment is thought 
necessary. The severe cases, which always need treat- 
ment, are as likely to respond as the mild.’”! 


1. Locket. S.: Brit. M.J. 
1:809 (Apr. 2) 1955. 


An Effective Tranquilizer, too 


«|. . relief from anxiety resulted in generally in- 
creased intellectual and psychomotor efficiency with 
a few exceptions.”’? Rauwiloid is outstanding for its 
nonsoporific sedative action in a long list of diseases 
burdened by psychic overlay. 


2. et al.: J. Kansas 
M. Soc. &7:410 (July) 1956. 


Dosage: Merely two 2 mg. tablets at bedtime. 


After full effect one tablet suffices. 


A logical first step when more potent drugs are needed 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making 
smaller dosage effective and freer 
from side actions. 


Rauwiloid +Veriloid® 


In moderate to severe hyperten- 
sion this single-tablet combination 
permits long-term therapy with de- 
pendably stable response. Each tablet 
contains 1 mg. Rauwiloid (alseroxy- 
lon) and 3 mg. Veriloid (alkavervir). 
Initial dose, 1 tablet t.i.d., p.c. 


® 
Rauwiloid + 

Hexamethonium 
In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 14 
tablet q.i.d. 
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“Safe and effective mainte- 


nance therapy with digitalis 
glycosides had been a problem 
at our institution until we used 
gitalin [GITALIGIN]...”* 


e Safest—the only cardioactive 
glycoside whose therapeutic dose 


VISUAL HEART CLINIC — ONE OF A SERIES is 13 its toxte dose. 
ARTERIOSCLEROTIC HEART DISEASE 
ROENTGEN CONFIGURATION e Moderate rate of elimination. 


Postero-anterior position 
Moderate left ventricular enlargement 


with prominence and calcification of ¢ Short latent period. 
aortic knob. 
Taken from White Laboratories’ Technical Exhibit, a Uniform clinical potency. 


American Medical Association, 105th Annual Meeting, 
Chicago, June 11-15, 1950. 


Patients now on other cardiotonics may be 
easily maintained on Gitaligin: 0.5 mg. of 
Gitaligin is approximately equivalent to 
0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 
0.5 mg. digoxin. 


GITALIGIN TABLETS — Bottles of 30, 100 and 1000. 


GITALIGIN DROPS — 30 ce. bottles with dropper 
calibrated for 0.05, 0.1, 0.2, 0.3, 0.4 and 0.5 mg. 


now available 
GITALIGIN INJECTION— 5 cc. ampuls contain- : 
ing 2.5 mg. (0.5 mg. per ec.) of Gitaligin. : 
Packages of 3 and 12 ampuls. : 


*HARRIS. R.. AND DEL GIACCO R.R.:AM HEART J. (AUG.) 1956, BIBLI- 
OGRAPHY ON REQUEST 


(WHITE'S BRAND OF AMORPHOUS GITALIN) 


White Laboratories, Inc. + Kenilworth, New Jersey 
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each tablet contains: 


MECLIZINE (12.5 mg.) —specifically sup- 
presses labyrinthine irritation! 

: 
NICOTINIC ACID (50 mg.) — for prompt 
increase of cerebral blood flow? 


Proof? Try ANTIVERT on your next vertig- 
inous patient. One tablet t.i.d. before meals. 
In bottles of 100 blue-and-white scored tab- 
lets. Rx only. 


T stops 


vertigo 


(AND A GLANCE AT THE FORMULA SHOWS 2 REASONS WHY) 


CHICAGO 11, ILLINOIS 


1. Weil, L. L.: J. Florida Acad. Gen. 
Pract. 4:9 (July) 1954. 2. Williams, 
Henry L.: J. Michigan State Med. 
Society 51:572-576 (May) 1952. 
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a true calmative 


nostyn 


Ectylurea, AMES 


2-ethylcrotonylurea) 


the power of gentleness 


helps patients face everyday anxieties and tensions 
**...mild action promotes an over-all calmness...”* 
New and Different * not a hypnotic-sedative—unrelated to any available chemo- 


psychotherapeutic agent * no evidence of cumulation or habituation * does not cause 
gastric hyperacidity * unusually wide margin of safety—no significant side effects 


Dosage: 150-300 mg. three or four times daily. 
Supplied: 300 mg. scored tablets, bottles of 48. 


*Ferguson, J. T.: J. Am. Geriatrics Soc. 4:1080, 1956. 


AMES COMPANY,INC ELKHART, INDIANA 


for relief of daily tensions... 
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a nutritive 


deconstipant 
which not only relieves 
but also rehabilitates 


ees peristalsis and Acts as a laxative on the 
bowel movement, su; i large bowel only—does not 

a selective stimulation of affect motor activity of the 
the intrinsic nerve small bowel. 

Not irritation. 


Actually, a therapeutic ap- Acts surely, gently, over- Provides Pantothenic one 


proach ... relief plus repair night — without griping. — proven indispensable 
for the atonic bowel. Non-toxic, non-habit- acetyl-choline scematien 
forming. and normal bowel function. 


Each tablet ofp MODANE REGULAR contains Danthron 75 mg. and Calcium Pantothenate 25 mg., 
Danthron to encourage peristalsis, Calcium Pantothenate for rehabilitation of the atonic bowel. 


oe @ . »-MODANE REGULAR — one tablet after the evening meal. MODANE 

D (half strength, for hypersensitive, pregnant, pediatric and diet-restricted 

me —one pink tablet after the evening meal. MODANE LIQUID (one tea- 

spoonful equals one Modane Mild tablet) —fractional or full teaspoonful, after 
the evening meal. 


THE WARREN-TEED PRODUCTS COMPANY WARREN - TEED 
COLUMBUS 8, OHIO 
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CONGESTION IN COLDS 


A 


A 
x 

Q 

| 


Safe for children and adults 
No burning or irritation 

No bad taste or after reactions 
No risk of sensitization 


For convenience, also available in 4% ounce plastic spray bottle. 


RHINOPTO COMPANY, DALLAS, TEXAS cohse.fydrochon 
Specialties for the Profession oo an isotonic saline menstruum 


q 
J 
* 
15% 
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for anxiety 


and tension in 


USC everyday practice 


@ nonaddictive, well tolerated, relatively nontoxic 


@ well suited for prolonged therapy 


@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome 
or nasal stuffiness 


@ chemically unrelated to chlorpromazine or reserpine 
®@ does not produce significant depression 


® orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
BY WALLACE LABORATORIES, New Brunswick, N. J. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate—U. S. Patent 2,724,720 


wg SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 
‘a Literature and Samples Available on Request 


CM-3706-R3 


THE MILTOWN ® 
MEPROBAMATE MOLECULE 
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gfFECTIVE in respiratory infections 

yding the 25% due to resistant 
ylococci.** 

errective in dermatologic and mixed 

tissue infections including the 22% 

tant to one or more antibiotics.** 


atig EFFECTIVE in genitourinary infec- 
k including the 61% resistant to other 
offic biotic therapy. 
EFFECTIVE in diverse infections includ- 
sti the 21% due to resistant pathogens.1 


EFFECTIVE in tropical infections in- 


Yay 


ing those complicated by heavy bacte- 
+ Mcontamination or multiple parasitisms.* 


Pfi zer) PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


1. Carter, C. H., and Maley, M. C.: Antibiotics Annual 1956- 
1957, New York, Medical Encyclopedia, Inc., 1957, p. 51. 
2. Shalowitz, M., and Sarnoff, H. S.: Personal communication. 
3. Shubin, M.: Personal communication. 4. La Caille, R. As 
and Prigot, A.: Antibiotics Annual 1956-1957, New York, 
Medical Encyclopedia, Inc., 1957, p. 67. 5. Winton, S. S., and 
Cheserow, E.: Antibiotics Annual 1956-1957, New York, Medi- 
cal Encyclopedia, Inc., 1957, p. 55. 6. Cornbleet, T.: Personal 
communication. 7. Loughlin, E. H.; Mullin, W. G.; Alcinder, L., 
and Joseph, A. A.: Antibiotics Annual 1956-1957, New York, 
Medical Encyclopedia, Inc., 1957, p. 63. 


ithe antimicrobial spectrum of tetracycline 
extended and potentiated with oleandomycin 
(Matromycin®) to combat resistant strains of 
pathogens— particularly resistant staphylococci 
—and to delay or prevent the emergence of new 
antibiotic-resistant strains. 


SUPPLY 


HTRADEMARK 


World leader in antibiotic development and production 


CAPSULES: 250 mg. 
(oleandomycin 

83 mg., tetracycline 
167 mg.). Bottles 

of 16 and 100. 

new mint-flavored 
ORAL SUSPENSION: 
1.5 Gm., 125 mg. 
per 5 cc. teaspoonful 
(oleandomycin 

42 mg., tetracycline 
83 mg.) 2 oz. bottle, 
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her 


your local Picker representative will gladly ™ 
tell you about our no-capital-investment Rental Plan. . . 
or write us at 25 So. Broadway, White Plains, N.Y. 


MARCH 1957 
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3 
Subject your acceptance of the terms and conditions set fort! 
pICKER X-RAY  RPORATION: hereafter called che Corporatio™ 
address, it Rental Service: comprising: 
1. The us¢ of the equipment described below; 
2. The replacement of tubes ‘which are Part of such 
A 3. Technical service and instruction in the operation of s @ 
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Detroit 11, Michigan 
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i 
— 
ie 


Erythromycin in Treating Pheumoni 


A 27-year-old man, a chronic alcoholic, was admitted With ah 
tory of an alcoholic spree followed bya cough, vreeni; 
and chills and fever. 

Physical examination sh 
indicated pneumonia in the yj 
by X-ray. The Sputum revealed gram iplococei ang 
blood culture subsequently grew Type VI] Pneum i 

The patient Was treated 
hours per os. His 


first Antibiotics 
romycin of H. 
‘ith Hy 


g 
i oer’ dropped to normal by 48 hours and 
. X-ray of the chest revealed considerable clearing by the fourth 
hospital day. After 10 days hospitalization, the Patient was 
for discharge. / 
YINposium, we reported the Successfy] treatment with 
nzae pneumonia and bacteremia. A second patient 
4 feumonia and bacteremia had a clinica] course almost 
he: ie « identical to the one previously reported, with cure obtained by treatment with 
500 mg. of erythromycin per os every four hours for 14 days. 
Be Of these 132 Patients with bacteria! Pneumonia, 127 (96%) had clinics) 
result. One patient with lobar Pneumonia had a initia} response but had 
delayed resolution after tre; 


In one investigation, 75 adult patients with bacterial pneumonia 
were treated with erythromycin. In his summary, the clinician re- 
ported: “It is concluded that erythromycin is highly effective in the 
treatment of pneumonia due to gram-positive bacteria.’’ 

This, of course, is only one of many reports showing the effective- 
ness of ERYTHROCIN against coccic infections. You'll get the same 
good results (nearly 100% in common, bacterial re- ObRott 
spiratory infections) when you prescribe ERYTHROCIN. 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


Wb Seuous Occurred” 


After a study of 171 patients treated with erythromycin, the investi- 
gator wrote: ‘‘No serious side effects occurred with prolonged therapy 
or with doses up to 8 Gm. per day in the severe infections.’ 

Actually, ERYTHROCIN stands on a remarkable record of safety. 
After four years, there’s not a single report of a severe or fatal reac- 
tion attributable to erythromycin. In addition, you'll find allergic 
manifestations rarely occur. Filmtub ERYTHROCIN Abbott 
Stearate (100 and 250 mg.), in bottles of 25 and 100. 


® Filmtab—Filin-Sealed tablets, Abbott; pat. applied for. 


1. Romansky, M.J., et al., Antibiotics Annual 1955-1956, p. 48, 
2. Waddington, W. S., Maple, F. C., and Kirby, W. M. M., 
A.M.A. Archives of Internal Medicine, 1954, p. 556. 
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from minor abrasions... 


In the prevention and elimination of — 
more than ten yearsof clinical 
experience have established Furacim as 


the topical antibacterial most. 


useful to the physician. 


effectively bactericidal - 
gbly wide-range bactericide * effective 
+againstumany organisms that resist ‘other 


agents dissolves: freely and Pomains 


active in wound exudates 


gentie to tissues: promotes 


healing through control of fifection + non- 
macerating + does not retard epithelizatia, 


GRANDS OF 
‘or granulation + low sensitigation pate 
no cross-sensitization to antibiotics or 
sulfonamides 


spread Furacin Soluble Dressing: Funacm 
0.2% in water-soluble, cintment-like base of ‘ 
polyethylene glycols. 56 Gm. tube; jars. of 

141 Gm., 454 5 Ib. 


Furacin Soluble Powders 
0:2% in powder base of water-sehible pelyethy- 
Tene glycols. Shaker-top vial of 14 Gm 


-adiquid vehicle of Polyethylene giycols a 


wetting agent 0.39, and water. Bottles of 59 ce. 
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SUSPENS 


Steclin-Mycostatin (Squibb Tetracycline-Nystatin) 


Another form of the only broad spectrum 
antibiotic preparation with added protection 
against monilial superinfection 


PLEASANT TASTING — Mysteclin Suspension is pleasant- 
ly fruit-flavored and will appeal to taste-conscious 
youngsters as well as to adults who prefer liquid 
medication. 


BROADLY EFFECTIVE — Mysteclin Suspension provides 
well tolerated therapy for the many common infec- 
tions which respond to tetracycline—and also acts to 
prevent monilial overgrowth. 

READY-T0-TAKE — Mysteclin Suspension requires no re- 
constitution and can be given by simple teaspoon 
dosage to patients of all ages. 

MYSTECLIN SUSPENSION: a fruit-flavored oil suspension 
containing the equivalent of 125 mg. Steclin (Squibb 
Tetracycline) Hydrochloride and 125,000 units My- 
costatin (Squibb Nystatin) per 5 cc. teaspoonful. 
Supplied in two-ounce bottles. 


Also available as Capsules (250 mg. Steclin Hydrochloride and 
250,000 units Mycostatin) and Half Strength Capsules (125 mg. 
Steclin Hydrochloride and 125,000 units Mycostatin). 


Squibb Quality —the Priceless Ingredient 


‘sTECLin’®, AND ‘MYCOSTATIN’® ARE SQUIBS TRADEMARKS 


if 
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dysfunction 


CHRONIC CONSTIPATION MAY SIGNAL 
A FUNCTIONAL BILIARY STASIS... 


especially when accompanied by other symptoms of dyspep- 
sia...with no evidence of an organic problem. 


In many instances, the patient will respond effectively to 
Neocholan therapy which insures free passage of essential 
bile salts into the duodenum. In such cases relief of constipa- 
tion and other symptoms is accomplished with gratifying 
promptness. 


Each Neocholan tablet supplies: Dosage: 1 or 2 tablets t.i.d. with meals. 
Dehydrocholic acid 250 mg. (3 3/4 gr.) As symptoms improve, 1 or 2 tablets 
Homatropine Methylbromide — 1.2 mg. (1/50 gr.) daily. 

Phenobarbital 8.0 mg. (1/8 gr.) Bottles of 100 coated, yellow tablets. 


PITMAN-MOOQOQORE COMPANY 


Division of Allied Laboratories, Inc. ° Indianapolis 6, Indianc 
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A new antibacterial 
with double-spectrum action 


Plus a high degree of safety 


Gantrimycin 


‘ROCHE’ 


Why is Gantrimycin so effective ? Because 


it provides Gantrisin plus oleandomycin 

(a new antibiotic) which mutually reinforce 
each other; and there is a high degree of safety 
plus a pronounced effect on most pathogens 
resistant to other antibiotics. 


The double-spectrum action of Gantrimycin 


is valuable against both gram-positive and 


gram-negative microorganisms. 


Dosage: Adults— 2 to 3 tablets, four times 


daily; should be increased to 4 or 5 tablets, 


four times daily, if necessary. Children over 
3O |Ibs—1 or 2 tablets, four times daily. 
Children under 3O |Ibs—1 tablet, four times daily. 


Each blue Gantrimycin tablet contains 
333 mg Gantrisin and 75 mg oleandomycin. 


Gantrisin®; Gantrimycin’™ ™ 


HOFFMANN-LA ROCHE INC « Nutley 10 ¢ New Jersey 
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HASAMAL 


a carefully formulated analgesic-sedative. For 
effective symptomatic relief in the treatment of 
colds and less severe types of respiratory tract 
infections. The presence of phenobarbital is of 
value in nervous and apprehensive patients and in 
those cases where mild sedation is desired. 


Each HASAMAL tablet or capsule contains: 


16.2 mg. (74 gr.) 
Warning: May be habit-forming 

Acetylsalicylic Acid ............ 162.5 mg. (21/4 gr.) 

Acetophenetidin ............... 162.5 mg. (21 gr.) 

Atropine Sulfate ............... 0.00065 mg. 

Hyoscine Hydrobromide ........ 0.0011 mg. 


Hyoscyamine Hydrobromide .... 0.0325 mg. 


Write for free samples and literature. 


When severe pain demands more potent measures, 
Hasacode provides the actions of Hasamal, plus 
codeine. Available in 2 codeine strengths, 1/4 gr. 
(Hasacode) and 14 er. (Hasacode “Strong”). 


Supplied: Hasamal — Tablets or capsules, 
bottles of 100, 500 and 1,000. Hasacode and 
Hasacode “Strong” — bottles of 100 and 500 
tablets. 


CHARLES C. HASKELL & CO., INC., Richmond, Virginia 
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establishing 
desired 
eating 
patterns 


and the 60-10-70 Basic Plan 


In the development of good eating habits, there 
are three essentials: supervision by the physician, 
selective medication, and a balanced eating plan.':?* 


Obedrin contains: Formula 


Semoxydrine HCI (Methamphet- 
amine HCI) 5 mg.; Pentobarbital 
e Pentobarbital as a balancing agent, to guard against 20 mg.; Ascorbic acid 100 mg.; 

excitation. Thiamine HCI 0.5 mg.; Riboflavin 
1 mg.; Niacin 5 mg. 


e Methamphetamine for its anorexigenic and mood- 
lifting effects. 


e Vitamins B, and B, plus niacin to supplement the diet. 
e Ascorbic acid to aid in the mobilization of tissue fluids. 1. Eisfelder, H.W.: Am. Pract. & Dig. 


Treat. 5:778 (Oct., 1954 
Since Obedrin contains no artificial bulk, the hazards ons ' ’ 
of impaction are avoided. The 60-10-70 Basic Plan ase aaeheeineatiiaanien 
provides for a balanced food intake, with sufficient 

‘ 3. Sherman, R.J.: Medical Times, 
protein and roughage. 82:107 (Feb., 1954) 


The S. 3 MASSENGILL Company 


and samples of Obedrin Bristol, Tennessee 
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just one 


tablet t.i.d. 


for your aging patients 


may mean the difference between comfort and complaint 


“therapeutic bile” D E C H O LI N’ 


routine physiologic support 

+ improves liver and gallbladder function 

« corrects constipation without catharsis 

« relieves functional complaints of gastrointestinal tract 
« enhances medical regimens in hepatobiliary disorders 


DECHOLIN Tablets 3% gr. (dehydrocholic acid, AMES) and 
DECHOLIN SoDIUM® Ampuls 20% Solution (sodium dehydrocholate, AMES) 


AMES COMPANY, INC « ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 
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Advance | 
: Sulfadiazine 
PEN VEE ‘ 
: sulfamerazine 
Acid-stable : 
penicillin V— ef re Two sulfonamides 
oral penicillin for additive 
performance action and greater 
renal safety 
| Complementary attack, comprehensive range—gram-positive, gram-negative 
Supplied: sutras Tablets, bottles of 36. Each tablet contains 90 mg. (150,000 units 
penicillin V, 0.25 Gm. of sulfadiazine, and 0.25 Gm. of sulfamerazine. Also available: PEN+V¥ — 
_ sutras for Suspension, bottles of 2 fl. oz. upon reconstitution. Each 5-cc. teaspoonful after recon- 
> __ Stitution contains 90 mg. (150,000 units) o benzathine penicillin V, 0.25 Gm. of sulfadiazine, and 
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With all this talk about 
losing weight, are we 
overlooking a lot of 


patients who need to 


There are legions of them: The below-par child. The “‘skinny” adoles- 
cent. The sallow, listless adult. The elderly patient who eats next to 


nothing—and looks it. Convalescents of all ages. 


Try “Trophite’ in your anoretic, undernourished patients and see how 
quickly they start to eat, how quickly they gain weight, how quickly 
they regain normal vim and vigor. Each delicious teaspoonful of 


“Trophite’, or each convenient tablet, contains 25 mcg. B,,; 10 mg. By. 


the high potency combination of B,, & B, 


Trophite* for appetite 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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Tri ne ex 


Be BAXTER LABORATORIES, INC. 

Morton Grove, | 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 
SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES © EVANSTON, ILLINOIS 
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— new tion % 
: TRINIDE, AVERT 10% (INVERT SUGAR) WITH 
a VITAMINS.IN WATER, provides more thai 10 times 
ie : than 5 tim the allowance of boflavin 
be Nae Cun, 


chemically conditioned 


Tetracycline Buffered with Sodi 


chemically conditioned for 
e GREATER ANTIBIOTIC ABSORPTION 
HIGHER BLOOD LEVELS 


e FASTER BROAD-SPECTRUM ACTION 
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HROMYCIN V combines the well-known antibiotic, 
acycline, with metaphosphate to provide greater 
i more rapid absorption of the antibiotic in the 
tinal tract. This increased absorption is evi- 
need by significantly higher blood levels and by 
increase in the excretion of the ingested drug in 
Purine. It is thought that this beneficial absorp- 
nis brought about by the chelating effect of the 
aphosphate in the intestinal tract. 


he chemical structure of ACHROMYCIN remains un- 
ered. However, its tetracycline action is intensi- 
. Chemically conditioned with metaphosphate, 
HIROMYCIN V offers increased clinical efficiency. 


ACHROMYCIN V is indicated in all conditions indi- 
cated for ACHROMYCIN Tetracycline, and the recom- 
mended dose remains the seme—one gram per day 
for the average adult. 


ACHROMYCIN V places a newer, more effective thera- 
peutic agent in the hands of the physician. 
Available: Bottles of 16 and 100 capsules. 

Each capsule (pink) contains: 

Tetracycline equivalent to 

tetracycline HC]. ..... . . 250 mg. 

Sodium metaphosphate .... . . 380 mg. 
Dosage: 6-7 mg. per lb. of body weight per day 
for adults and children. 


PERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK C Lederte ) 


| 
| 
at. Off. 


for the patient who does not require steroids 


PABALATE} | 


Reciprocally acting non-steroid antirheumatics 
...more effective than salicylate alone. 


In each enteric-coated tablet: 


Sodium para-aminobenzoate ...........-. 0.3 Gm. (5¢r) 


for the patient who should avoid sodium 


PABALATE’- Sodium Free 


Pabalate, with sodium salts replaced by potassium salts. 


In each enteric-coated tablet: 
Potassium para-aminob che 0.3 Gm. (Sgr 


if 
a. difficult rh ti tient the j 
| | your difficult rheumatic patient...on the job aug! 
| 
7 
| 
| 
| 
| 


tablet: 
(5 gr) 
(Sgr) 
0.0 mg. 


for the patient who requires steroids 


PABALATE’-HC 


(PABALATE WITH HYDROCORTISONE) 


Comprehensive synergistic combination of steroid 

and non-steroid antirheumatics...full hormone effects 
on low hormone dosage...satisfactory remission 

of rheumatic symptoms in 85% of patients tested. 


In each enteric-coated tablet: 


Potassium para-aminobenzoate 0.3 Gm. 


Steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 


bi 
O Ins A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA Ethical Pharmaceuticals of Merit since 1878 


Ob effective relief and rehabilitati@n 
ids | 
natics 
alone. 
J tablet: 
n. (5 gr) 
n. (5 gr) 
50.0 mg, 
salts. 
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Economical treatment of the many conditions 
amenable to ACTH therapy 


nin-Zi id lief i Available in 5-ce vials, each cc 
Use Cortrophin-Zinc to provide relief in providing 40 U.S.P. units of 


the 100 or more conditions amenable to corticotropin with 2.0 mg zinc. 

ACTH therapy. It’s economical because 

each injection lasts at least 24 hours in *T.M.—Cortrophin 

the most acute cases, to 48 or even 72 tPatent Pending. Available in other 
‘ countries as Cortrophine-Z. 

hours in milder cases. It’s easy to handle, 

too, because it is an aqueous suspension CORTROPHIN-ZINC 

which flows freely through a 26-gauge an Organon development 

needle with no preheating. Clinically 

proven in thousands of patients, an Organon INC. 

advance in ACTH therapy. ORANGE, N. J. 
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a new topical anesthetic for oral administration 


XY LOCAINE’ VISCOUS asim 


(Brand of lidocaine*) 


the most effective anesthetic 


for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 


® High viscosity and low surface tension permit the 
anesthetic, Xylocaine Hydrochloride, to come into 
immediate and intimate contact with the mucous membranes 


Safe... nonirritating . . . nonsensitizing. 
®@ Cherry flavored ... pleasant and easy to take. 


@ Xylocaine Viscous has proved valuable in the 
**dumping”’ syndrome, hiccup, pyloric spasm caused 
by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 


® Contains 2% Xylocaine Hydrochloride in an aqueous solution 
adjusted to a suitable consistency with carboxymethylcellulose. 
Cherry flavored for palatability. 


Supplied: In bottles of 100 and 450 cc. 


Average Dosage: One tablespoonful, administered orally. 
Additional information available upon request 


Astra Pharmaceutical Products, Inc., W 6, Mass., U.S.A. 


*U.S. Patent No. 2,441,498 
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FOR DYSMENORRHEA-and 
PREMENSTRUAL TENSION- 
DYSMENORRHEA SYNDROME 


v0 


Announcing 


ANTISPASMODIC 


...a new physiologic corrective 
contains no analgesic drug 


Trilute contains 


TROCINATE, a clinically proved 
safe spasmolytic, especially po- 
tent, in pharmacologic studies, 
in relieving spasm of the uterus 
(J. Pharm. Exp. Ther. 89:131). 


THEOPHYLLINE, a diuretic to 
combat fluid retention and uter- 
ine tissue edema, important 
etiologically in the premenstrual 
tension-dysmenorrhea syndrome. 


| DIURETIC ANTIHISTAMINIC 


PYRILAMINE MALEATE, an anti- 
histaminic to combat any allergic 
factor. 


IN EACH PINK AND GRAY CAPSULE 
TROCINATE 100 MGMS., THEOPHYLLINE 
100 MGMS., PYRILAMINE MALEATE 25 
MGMS. 


IN BOTTLES OF 25 AND 100 CAPSULES 


Directions: One capsule after each 
meal and at bedtime, beginning 4 days 
before onset of menstruation, and 
continuing through first day of flow. 


Wm. P. Poythress & Inc. 


” ETHICAL PHARMACEUTICALS * RICHMOND 17. VIRGINIA 
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Dosage: Usually, 1 pulvule 
t.i.d. 


Supplied: As attractive tur- 


quoise-and-white pulvules of 
300 mg., in bottles of 100. 
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release from anxiety 


(Phenaglycodol, Lilly) 


mild, safe tranquilizer 


anxiety quickly allayed 

The patient with vague symptoms, nervous and distressed 
under the burden of unsolved problems, finds release from 
anxiety and restoration of emotional composure. 


mental acuity not impaired 

Exhaustive psychological testing shows that recommended 
dosage does not affect intellectual or motor abilities. “Ultran’ 
is the first drug for which this has been established by objec- 
tive and standardized quantitative tests. 


chemically unique 

‘Ultran’ is a new chemical compound, one of a group of 
butanediols synthesized at the Lilly Research Laboratories. 
It is not a modification of any other therapeutic agent. 


EL! LILLY AND COMPANY 


INDIANAPOLIS 6, 


774030 


INDIANA, U.S.A. 
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WZ 


is the word 


for Noludar 


Mild, yet positive in 
action, Noludar 'Roche' 
is especially suited 
for the tense patient 
who needs to relax and 
remain clear—headed— 
or for the insomniac 
who wants a refreshing 
night's sleep without 
hangover. Not a 
barbiturate, not habit— 
forming. Tablets, 

50 and 200 mg; elixir, 
50 mg per teasp. 


Noludar® brand of methyprylon 
(3,3-diethy1-5-methyl- 
2,4-piperidinedione) 


Original Research in 
Medicine and Chemistry 


MARCH 1957 
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THE COMMON 


to prescribe this new, 
multiple-action compound 
promote prompt relief 
of symptoms and aid 

in preventing 


bacterial complications 


e antibacterial e antihistaminic 


analgesic e sedative 
; e antipyretic e stimulant 


Supplied: Capsules, bottles of 36. Each capsule contains 62.5 
mg. (100,000 units) of penicillin V, 194 mg. of salicylamide, 
6.25 mg. of promethazine hydrochloride, 130 mg. of phenacetin, 
and 3 mg. of mephentermine sulfate. 


Penicillin V with Salicylamide, Promethazine Hydrochloride, Phenacetin, and Mephentermine Sulfate 


Wyeth 
® 


Philadelphia 1, Pa. 
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7090 


600 sulfonamide formula 
for urinary tract infections 


UNEXCELLED SOLUBILITY 
|| optimal concentrations at site of 
infection; avoids crystalluria 


BROAD ANTIBACTERIAL RANGE 
active against wide range of urinary 
pathogens, including staphylococci, 
gonococci, Escherichia coli 

400—— QUICK SYMPTOMATIC RELIEF 
hyoscyamus component quickly 
relieves pain and burning 
FREEDOM FROM TOXIC EFFECTS 
low degree of acetylation; no forcing 

Of fluids or alkalization needed 


LETS 


ronamide SYRUP 


M [0— Each tablet or 5-cc. tsp. provides Trademar i 
250 mg. sulfamethylthiadiazole, \ the. least 
250 mg. sulfacetamide, and equiv. \ 7 but one of the 
of 0.015 mg. alkaloids of most effective 


Hyoscyamus niger. ef the 
DOSAGE: Adults—2 tablets or 2 tsp. 
oe q.i.d. first 2 days, thereafter, 

1 tablet or 1 tsp. q.i.d. 
Children —1 cc. (16 drops) syrup 
per 10 Ib. body weight first 2 days, 
thereafter, 0.5 cc. (8 drops) per 
10 Ib. SUPPLIED: Tablets, 
bottles of 50 and 500. Syrup, 

50 1-pt. and 1-gal. bottles. 


Decatur, Iisinois 


SULFAMETHYLTHIADIAZOLE 


SULFISOXAZOLE 


TRIPLE SULFA 


GRAPH. OF SOLUBILITIES 
H 5.0 5.5 6.0 6.5 7.0 
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| | thiadiazole... 
| | effective no- 
therapeutic 
| agentin 
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quite well... 
bacterial spec- 
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parable to that 
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tine and sulfi- 
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Headlee, C. 
: J. Ani. Pharm, A. 
(Scient. Ed. 
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NIPPLE SOREN-SS 


nonsensitizing eee 


rapid acting...deeply penetrating... 
topical anesthesia 


® Xylocaine Ointment ia new form of the - 
widely accepted Xylocaine) is an unusually 
effective topical anesthetic free of irritating, 
sensitizing or toxic reactions. . 


® Controls pain, itching and burning 
sensations. May also be applied 

prevent poin or discomfort during 

examination and instrumentation. 


® Available in a nenstaining, water 
juble vehicle cs 2.5% and 
Xylocaing bage in collapsible tubes 
avilable in wide-mouth jors} each 
containing 35 grams (approx. 1.25 ounces). 


XYLOCAINE’ OINTMENT 


{Brand of lidecaine*) 


Xylocaine Ointment is now made ovailable ot the request 
of many physicians, surgeons, ond anesthesiologists 
who routinely use Xylocaine HCI Solution. 


Astra Pharmaceutteas Preducts, tne: 
Worcester 6, Mass., U.S.A. 
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Against Pathogen & Pain 
in urinary tract infections - 


| Azo Gantrisin combines the single, soluble 
| 

sulfonamide, Gantrisin, with a time-tested 
| urinary analgesic - in a single tablet. 


Prompt relief of pain and other discomfort is 
provided together with the wide-spectrum * 
antibacterial effectiveness of Gantrisin which 
achieves both high urinary and plasma levels so 
important in both ascending and descending 
urinary tract infections. 


Each Azo Gantrisin tablet contains 0.5 Gm Gantrisin ‘Roche’ plus 50 mg 


phenylazo-diamino-pyridine HCl. Gantrisin® - brand of sulfisoxazole 


Original Research in Medicine and Chemistry 
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JMPROVES F 


(Zoxazolamine,* McNeil) 


engestic’coated or plain 


“...17 of the 20 patients with post-traumatic muscle spasm of 
the low back had excellent or good responses.” 


“In acute and chronic recurrent low back syndrome, seven of 
eight patients showed visible objective improvement.”2 


1. Wallace, S. L.: Zoxazolamine (FLEXxiN) in Low Back Disorders, to be published. 
2. Settel, E.: Frexin in Geriatric Skeletal Muscle Spasm, Am. Pract. & Digest 
Treat., in press. 


Available: Tablets, Engestic Coated, pink, 250 mg.; bottles of 36. 


Tablets, scored, yellow, 250 mg.; bottles of 50. 
*U.S. Patent Pending 


McNeil Laboratories, Inc « Philadelphia 32, Pa. oses7 
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AGE... In older people, chronic constipation and 
biliary dyspepsia are often the result of decreased 
food and water intake, physical inactivity, intes- 
tinal muscle atonicity, increased anorectal dis- 
orders, biliary stasis. 


OCCUPATION ... Among sedentary workers, 
chronic constipation and impaired digestion are 
often the result of lack of exercise and improper 
eating habits which retard normal peristaltic ac- 
tion in the gastrointestinal tract. 


Tablets of Caroid and Bile Salts with Phenolphthalein are specifically formulated 
to provide a 3-way, comprehensive approach to the problem of impaired diges- 
tion and elimination. 


1. CHOLERETIC ; Bile salts stimulate biliary flow for 

: improved fat emulsification while 
2. DIGESTANT =: Caroid steps up protein digestion up 
: to 15%. Gentle stimulant laxatives 
3. LAXATIVE : induce formed, easily passed stools. 


For patients who cannot or will not be managed by diet and exercise, Caroid and 
Bile Salts helps establish normal physiological patterns. 


samples available on request 


AMERICAN FERMENT COMPANY, INC., 1450 BROADWAY, NEW YORK 18, N. Y. 
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‘... nauseated and vomiting every day, 
practically the whole day, from the 
beginning of this pregnancy...” 


After “Compazine’ 5 mg. q.i.d., this severe case’ of nausea 
and vomiting of pregnancy showed “. . . almost immedi- 
ate response.” 

In fact, the physician reports, “She hasn’t had any nausea 
or vomiting since then and she has not had the drug for 
three weeks.” 

‘Compazine’ is a potent new antiemetic that has shown 86% 
favorable results in‘ the treatment of nausea and vomit- 
ing of pregnancy. In over 12,000 patients, treated with 
‘Compazine’ before introduction, side effects were infre- 


quent, minimal and transitory. 


a potent new antiemetic for everyday practice | 


Smith, Kline & French Laboratories, Philadelphia 


1. Personal communication to $.K.F. 


*Trademark for proclorperazine, S.K.F. 
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shoulder 


Bursitis and tenosynovitis are new terms to home- 
. x “ makers, but they are not uncommon sequels to over- q 
exertion. Early antirheumatic therapy is to be 
| ea meh, i! encouraged in the treatment of these conditions, as q 
ae it is in more serious rheumatic conditions, to allevi- 4 ‘ 
i ate pain and prevent progression of the disorder. 
it ? a With adequate therapy the prognosis of bursitis in 4 
7% “4 its acute stage is good. Delaying therapy may result + 
. 8 in extension of the inflammation and gross anatom- ox 
| ical changes that tend to incapacitate the patient. 
{ SIGMAGEN provides doubly protective corticoid-sali- 
cylate therapy—a combination of METICORTEN® (pred- 
an 7 nisone) and acetylsalicylic acid providing additive e 
antirheumatic benefits as well as rapid analgesic 
43 effect. These benefits are supported by aluminum 4 
hydroxide to counteract excess gastric acidity and by 3 
ascorbic acid, the vitamin closely linked to adreno- 
a 5 n 4 cortical function, to help meet the increased need for 
Be 4 this vitamin during stress situations. 


corticoid-analgesic compound Tablets 


for patients 
who go beyond 
their physical 
capacity 
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The efficacy of Rolicton (brand of amiso- 
metradine) in maintaining diuresis in the ede- 
matous patient has been established on an 
average dosage of one tablet b.id. Larger 
doses may be given as initial therapy and as 
maintenance therapy in edema difficult to 
control. Many patients will respond to one 
tablet daily. 

“The margin of safety and the diuretic index is 
certainly an improvement over the use of oral mer- 
curial diuretics.”! 


Avoiding “Peaks and Valleys” 


A highly desirable effect, and one which 
has been made possible with Rolicton, is the 
maintenance of continuous diuretic effective- 
ness day after day over an extended period, 
to avoid the up-and-down weight pattern 
typical of other edema-control methods. 


MARCH 1957 


‘ina densa which is continuous with 
the basement membranes of the outer 


Illustration by Hans Elias 


Rolicton’ Diuresis Maintains 
Continuous Edema Control 


“There was an obvious stabilization of weight 
in practically all of the patients under observation, 
and previous wide fluctuations in poundage disap- 
peared.” 


Mercury-Sparing 

Typical of the Rolicton diuresis pattern is 
the ability of the drug to reduce and, in a 
large percentage of patients, to eliminate the 
need for mercurials parenterally. 

“,.. the drug represents a most useful addition 
to our armamentarium in the treatment of edema, 
not only because it can be given orally . . . but more 
so because it permits [us] to replace or to spare the 
Mercurials.”3 


G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


1. Asher, G.: Personal communication, June 23, 1956. 

2. Settel, E.: A Clinical Evaluation of a New Oral Diuretic, 
Rolicton, Postgrad. Med., Feb. 1957, in press. 

3. Goldner, M. G.: Personal communication, June 29, 1956. 
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(dihydroxy aluminum aminoacetate with belladonna alkaloids and phenobarbital) 


no wonder... 

It’s no wonder that of the many antacid- 
spasmolytic formulations promoted to the 
medical profession, so many physicians have 


43 


COMPOUND 


Here’sa startling adsorption story 
involving simultaneous adminis- 


found MALGLYN the most consistent in clinical tration of antacid and spasmoly- 
effectiveness. tic drugs! 


Al(OH); 
w/spasmolytic 
substantially 
reduces spasmolytic 
drug effect 


The above laboratory study clearly indicates that the antacid ALGLYN, 
contained in the MALGLYN formula, does not materially interfere 
with the therapeutic effectiveness of its contained belladonna alka- 
loids. On the other hand, the marked adsorptive properties of 
aluminum hydroxide renders its combination with belladonna alka- 
loids both uneconomical and therapeutically unreliable. 


For both rapid and prolonged antacid effect, with consistently 
effective spasmolytic and sedative action, rely upon MALGLYN 
for treatment of peptic ulcer and epigastric distress. 


1S MG. ALKALOI 
MG ALGLVN 


dihydroxy 

aluminum 
aminoacetate 


belladonna 
alkaloids 
(as sulfates) 


phenobarbital 


each tablet contains 


16.2 MG, 


per tablet). 


Also supplied ALGLYN® (dihydroxy alumi- 
num aminoacetate, N.N.R. 0.5 Gm per tablet). 
BELGLYN® (dihydroxy aluminum aminoacetate, 
N.N.R., 0.5Gm. and belladonna alkaloids, 0.162 mg. 


Specialities for the Medical Profession only 


BRAYTEN PHARMACEUTICAL COMPANY 


CHATTANOOGA 9, TENNESSEE 
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-..- proved effective in vulvovaginal therapy 


Trichotine—more than a decade ago—pioneered in newer, 
more effective vulvovaginal therapy by combining the multiple 
advantages of sodium lauryl sulphate with the recognized 
values of such specific or adjunctive agents as sodium 
perborate, sodium borate, thymol, eucalyptol, menthol 

and methyl salicylate. 


Extensive clinical experience has proved its efficacy in 
trichomonas vaginalis vaginitis, subacute and chronic cervicitis, 
vulvovaginal moniliasis, non-specific leukorrhea, and 
pruritus vulvae. 


Trichotine douches may be prescribed as often as indicated— 
excellent also for postmenstrual or postcoital hygiene. 
Concentrated solutions are useful for clean-up or swab 
treatments in office. Hot packs are often quickly effective 

in pruritus vulvae. 


A DETERGENT - ABACTERICIDE AND FUNGICIDE - AN ANTIPRURITIC 
AN AID TO EPITHELIZATION - AN AESTHETIC AND PSYCHOSOMATIC ADJUNCT 


Sample and literature on request Available in jars of 5, 12 and 20 oz. 


the fesler co., inc., 375 Fairfield Ave., Stamford, Conn. 
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i 
VITAMIN-MINERAL SUPPLEMENT LEDERLE 


filled sealed capsules 


45 


Since daily dosage is an important part 
of supplementation, GEVRAL is now 
packaged in a special JUBILEE JAR—an 
attractive container of 100 capsules for 
the family dining table. Specify GEVRAL. 
Your patients will remember to take 
their “vitamins” regularly when they 
have the JUBILEE JAR before them at 
mealtime. 


GEvRAL is aptly formulated to meet the 
broad vitamin-mineral requirements of 
daily life. Balanced, comprehensive, 
GEVRAL provides 14 vitamins, 11 min- 
erals and Purified Intrinsic Factor Con- 
centrate. Dosage is only one dry-filled 
capsule daily. 


Each GEvRAL capsule contains: 


Vitamin A 5000 U.S.P. Units 
Vitamin D 500 U.S.P. Units 
Vitamin 1 mcgm 
Thiamine Mononitrate (B,) 5 mg. 
Riboflavin (B.) 5 mg. 
Niacinamide 15 mg. 
Folic Acid 1 mg. 
Pyridoxine HCI (B,) 0.5 mg. 
Ca Pantothenate 5 mg. 
Choline Bitartrate 50 mg. 
Inositol 50 mg. 
Ascorbic Acid (C) 50 mg. 
Vitamin E (as tocopheryl acetates) 10 1. U. 
1-Lysine Monohydrochloride 25 mg. 
Rutin 25 mg. 
Purified Intrinsic Factor Concentrate 0.5 mg. 
Iron (as FeSO, 10 mg. 
lodine (as KD 0.5 mg. 
Calcium (as CaHPO,) 145 mg. 
Phosphorus (as CaHPO,) 110 mg. 
Boron (as Na.B,O;+10H,O) 0.1 mg. 
Copper (as CuO) 1 mg. 
Fluorine (as CaF.) 0.1 mg. 
Manganese (as MnO.) 1 mg. 
Magnesium (as MgO) 1 mg. 
Potassium (as K,SO,) 5 mg. 


Zinc (as ZnO) 0.5 mg. 


e 
EDERLE LABORATORIES DIVI CYANAMID COMPANY, PEARL RIVER, NEW YORK Lederle 
i 
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for a. spe 


® 
integrated relief... TABLETS (yellow, coated), each containing 
mild sedation hydrochloride CIBA) 20 mg. 
CIBA visceral spasmolysis 
Summit, N. J. mucosal analgesia panes 
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In deference to 
her daintiness... 


e Massengill Powder is buffered to 
maintain* an acid condition in the 
vaginal mucosa. It is more effective than 
vinegar and simple acid douches. 

e Massengill Powder has a low surface 
tension which enables it to penetrate into 
and cleanse the folds of the vaginal 
mucosa. 

e Massengill Powder has a “‘clean” anti- 
septic fragrance. It enjoys unusual patient 
acceptance. 

e Massengill Powder solutions are easy 
to prepare. They are nonstaining, mildly 
astringent. 


when recommending a vaginal douche 


indications: 

E>) ,\Massengill Powder solutions are a valu- 
3 ' ble adjunct in the management of 

foonia, trichomonas, staphylococcus, 
*-and streptococcus infections of the vagi- 
nal tract. Routine douching with 
Massengill Powder solution minimizes 
subjective discomfort and maintains a 
state of cleanliness and normal acidity 
without interfering with specific treat- 


ment. 
| In G\recent clinical report, ambulatory potients Massengill Powder; recumbent patients maintained 
—with an okoline vaginal mucosa resulting from @ satisfactory acid condition up to 24 hours. 
ined an acid vaginal mucosa *Arnot, P.H.: West. J. Surg., Obs., and Gyn. 62:85 


of H 3.5 for 4 to 6 hours after douching with 
Generous samples on request. 


The S. E. MASSENGILL Company 


Bristol, Tennessee New York Kansas City San Francisco 


«% 
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in 


pyelonephritis 
delay is 


fa 


min. 


antibacterial 
concentrations in urine 


nes. 


turbid urine frequently clear 


8 days 


most patients 
symptom-free 


FURADANT 


BRAND OF NITROFURANTOIN 


In the majority of 112 cases of acute, per- 
sistent or relapsing urinary tract infections 
“nitrofurantoin [FURADANTIN] was effective 
clinically, with a pronounced improvement, 
indicated by the appearance of the urine as 
well as by verbal commendation by the pa- 
tient, within 24 to 36 hours . . . Some of these 
patients with seemingly impossible cases were 
cured of their infection.’’* 

FURADANTIN first because of these advantages: 
a specific for urinary tract infections + rapid 
bactericidal action + negligible development 
of bacterial resistance + nontoxic to kidneys, 
liver and blood-forming organs. 


for rapid eradication of infection 


AVERAGE DOSAGE: ADULTS—four 100 mg. tab- 
lets daily; 1 tablet during each meal and 1 on 
retiring, with food or milk. In acute, uncom- 
plicated infections, 50 mg. q.i.d. may be pre- 
scribed. If patient is unresponsive after 2 to 
3 days, increase dose to 100 mg. q.i.d. 
CHILDREN—5 to 7 mg. per Kg. (2.2 to 3.1 mg. 
per lb.) per 24 hours. 
SUPPLIED: Tablets, 50 and 100 mg. Oral Sus- 
pension (25 mg. per 5 cc. tsp.). 


*Stewart, B. L., and Rowe, H. J.: J. Am. M. Ass. 160:1221, 1956. 


ra) EATON LABORATORIES, NORWICH, NEW YORK 


Nitrofurans—a new class of antimicrobiais—neither antibiotics nor sulfonamides 
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in 
allergic 
eczemas 


Meti-Derm CREAM 0.5% 


water washable — stainless (METICORTELONE, free alcohol) 
1 
|Meti-Derm OINTMENT 0.5% 
9 5mg, METICORTELONE and 5 mg. Neomycin Sulfate with Neomycin 


for comprehensive topical therapy 


: each in 10 Gm. tubes 


Met-Derm,* brand of prednisolone topical. 
brand of prednisolone. 


‘ 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institute in America) 


ANATOMY—SURGICAL 


a ANATOMY COURSE for thore interested in p: 
paring for Surgical Board Examination. This inclu:ics 
lectures and demonstrations together with supervised 
dissection on the cadaver. 

b. SURGICAL ANATOMY for those interested in 
a general refresher course. This includes lectures with 
demonstrations on the dissected cadaver. Practica! 
anatomical application is emphas zed. 

ce. OPERATIVE SURGERY (cadaver). Lectures 
on applied anatomy and surgical technique of opera- 
tive procedures. Matriculants perform operative pro- 
cedures on cadaver under supervision. 

d. REGIONAL ANATOMY for those interested in 
preparing for Subspecialty Board Examinations. 


PROCTOLOGY and 
GASTROENTEROLOGY 


A two months combined course comprising attendance 


at clinics and lectures; instruct’on in examination, d ag- 
nosis and treatment; patho'ogy, radiology, anatomy, 
operative proctology on the cadaver, anesthesi iology, wit- 
nessing onverations, examination of pre-opera- 
tively and post-operatively in the wards and clinics; 
attendance at departmental and general conferences 


PRACTICAL 
ELECTROCARDIOGRAPHY 


two weeks part-time elementary course for the prac- 
tioner ba ed upon an understanding of electrophysi- 
jlog'c principles. Standard, unipolar and _ precordial 
electrocardiography of the normal heart. Bundle branch 
lock, ventricular hypertrophy, and myocardial infare- 
tion considered from clinical as well as electrocardio- 
graphic viewpoints. Diagnosis of arrhythmias of clini- 
cal significance will be emphasized. Attendance at, and 
participation in, sessions of actual reading of routine 
hospital electrocard ograms. 


OBSTETRICS and GYNECOLOGY 


.\ two months full-time course. In Obstetrics: lectures, 
prenatal clinics; attending normal and operative deiiv- 
eries; detailed instruction in operative obstetrics (mani- 
kin). X-ray diagnosis in obsterics and gynecology. 
Care of the newborn. In Gynecology: lectures; touch 
cEnics; witnessing operations ; examination of petients 
pre-operatively: follow-up in wards post-operatively, 
Obstetrical and gynecolog cal pathology. Cu'dos opy 
Stulies in sterility. Anesthesiology. Attendance at 
conferences in cbstetrics and gynecology. Operative 
gynecology on the cadaver. 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 
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| works when others fail 
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Unvarying Measured-Dose 
Nasal Medication 


Reaching the Entire Paranasal Mucosa 


VASOCONSTRICTIVE Counteracts hyperemia 
of nasal and paranasal mucosa 


DECONGESTIVE Diminishes edema and 
hypersecretion ...opens sinus ostia 


__Medihaler-Phen’. 


makes squeeze bottle and dropper medications obsolete 


Medihaler-Phen is self-powered, measured- 
dose vaporized medication providing effec- 
tive relief for congested nasal and para- 
nasal mucosa. 

Its active ingredients— phenylephrine 
HCl, hydrocortisone, and neomycin sul- 
fate—are in wide clinical use. In Medihaler- 
Phen, for the first time, they are blended 
with an inert, nontoxic aerosol propellent, 
and are made more effective with a pene- 
trating surfactant. An accurately-meas- 


ANTI-INFLAMMATORY Neutralizes the 


exudative phase of tissue reaction 


ANTIBIOTIC Attacks bacterial invasion 


directly 


.an ethical prescription item... 


ured nebular cloud is gently ejected, re- 
gardless of how the Medihaler-Phen valve 
is compressed —not part spray, part stream 
as with spray bottles—not an irritating, 
powerful jet—no drops of liquid which 
tend to run out of the nasal passages. 

Because of the extremely small, uniform 
particle size of Medihaler-Phen nebuliza- 
tion, less medication is required to decon- 
gest the mucosa and open the ostia of 
paranasal sinuses. 


| | 
| 
| 
| 
sulfate 45 mg. (aque 
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RHINITIS 
SINUSITIS 
PHARYNGITIS 


due to upper respiratory infections and allergies 


tissue compatible 
ereater effectiveness 


sa 
longer lasting 

no rebound 

invasion vest pocket size 


‘Medihaler-Phen’ is Safe 


...FOR CHILDREN, TOO 


Repeated use does not result in tachyphylaxis. . . . Does not 
Te possess the cardiac and nervous system-stimulating actions 
lve characteristic of other topical vasoconstrictors. . . . Even gross 
am overdosage does not lead to drowsiness or deep somnolence in 
ing, children. . . . Concentration of hydrocortisone effective locally, 
ich but produces no systemic effect. .. . Penetrates “‘mucous blanket” 
of nasal mucosa without irritation. 
orm OTHER USES Medihaler-Phen is also valuable in the 
iza- symptomatic treatment of “‘postnasal drip’? due to 
on- excessive smoking, air pollution, steam heating, etc. 
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better tasting is 


better absorbed 


better utilized 


homogenized vitamins 
in solid form 


F 


Homagenets provide multivitamins inthe Advantages— 
same way as do the most nutritious foods. 
By a unique process, the vitamins are homo- peutic’ 
genized, then fused into a solid, highly | Excess vitamin dosage unnecessary 
palatable form. Compare the taste of Pleasant, candy-like flavor 
Homagenets with other vitamin preparations. 
Homogenization presents both oil and 
water soluble vitamins in microscopic parti- 


Better absorption, better utilization 


No regurgitation, no “‘fishy burp” 


May be chewed, swallowed or dissolved 
in the mouth 


cles. This permits greater dispersion of the f 
vitamins—thus better absorption and utiliza- Three formulas : 

tion. And the flavorful base assures patient _ Prenatal Pediatric Therapeutic ( 
acceptance. 


Send for samples of Homagenets. 
*U.S. Pat. 2676136. Other Pat. Pending Taste them, and compare. | 


The S. E. MASSENGILL Company 
BRISTOL, TENNESSEE - NEW YORK + KANSAS CITY +» SAN FRANCISCO | 
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.part of every ///ness 


ANXIETY 


is part of 


PEPTIC 
ULCER 


MEPROBAMATE 


dicarbamate) 
Licensed under U.S. Pat. No. 2,724,720 


‘.. functional nervousness, including fatigue and anxiety, was by far 
the greatest detectable cause of recurrences of peptic ulcer symptoms, and 
inmany instances it seemed likely that the same etiological factors were 
initially responsible for the ulcer.’” 
Peptic ulcer is a combination of the emotional and the physi- cag 
sua lose: abie 
¢ cal. For total management, a combination of measures is often 1. Weiss, E., and English, 0.S.: Psychoso- 
ae matic Medicine. W. B. Saunders Co., Phii- 
indicated. EQuanit adds to the adequacy of routine treatment Northwest | 
by countering psychic stress as a stimulant to vagal activity. — : | 
, it combats the anxiety and tension, and encourages restful anti-anxiety factor with muscle-relaxing action | 
) sleep.2 | 
Wijeth\ 


® 
In every patient . . . a valuable adjunct to the customary therapy Philadelphia 1, Pa. 


* 
‘ 
$4 
. 
: 
| 
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“Doctor, 


what can 


you do 


for Pop?’ 
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Deeply involved in the problem of the hostile, agitated senile 
an are all members of the family . . . and you, their physician. 


In discussing the use of “Thorazine’, Pollack' observes: 
“Older persons with such disorders can be treated at home 
by the general practitioner with much benefit and with great 
relief to the family.” 


ya With “Thorazine’, senile patients become calm, agreeable and 
sociable. They begin to eat and sleep better, often gain weight 
and improve physically. 


Also available: Tablets, Syrup and Suppositories 


Smith, Kline & French Laboratories, Philadelphia 


1, Pollack, B.: Geriatrics 11:253 (June) 1956. 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 


control 
— Ampuls for carry (hemi 


SOUTHERN MEDICAL JOURNAL 


MARCH 1957 


CORNELL UNIVERSITY MEDICAL COLLEGE 


ANNOUNCES THE SECOND ANNUAL POSTGRADUATE COURSE IN 


FRACTURES AND OTHER TRAUMA 
JUNE 10-15, 1957 
Hospital for Special Surgery—The New York Hospital in New York City 


UNDER THE DIRECTION OF 
PRESTON A. WADE, M.D. 


Metabolic Response to Injury Dr. James A. Nicholas 


Fundamental Principles of Wound Treatment Dr. Frank Glenn 
X-Rays in Fracture Treatment Dr. John A. Evans 
General Principles of Treatment of Multiple Injuries Dr. Preston A. Wade 
Anaesthesia in Trauma Dr. Joseph F. Artusio 
Treatment of Shock and Blood Replacement Dr. John M. Beal 
Open Fractures Dr. Robert L. Patterson 
Head Injuries Dr. Bronson S. Ray 
Injuries to Spinal Cord Dr. Herbert Parsons 
Peripheral Nerve Injuries Dr. Howard S. Dunbar 
Back Injuries. ’ Dr. Peter C. Rizzo 
Fractures and Dislocations of Spine Dr. Philip D. Wilson, Sr. 
Fractures of Pelvis & 

Complicating Injuries Dr. John W. Draper and Dr. Paul W. Braunstein 
Trauma to Genito-Urinary System Dr. Victor F. Marshall 
Antibiotics in Trauma Dr. Peter Dineen 
Pathological Fractures Dr. Robert L. Patterson 
Fractures and Dislocations of Shoulder Girdle Dr. Philip D. Wilson, Jr. 
Fractures of Humerus Dr. William A. Cooper 
Fractures and Dislocations of Elbow Dr. T. Campbell Thompson 
Fractures in Children Dr. Preston A. Wade and Dr. Howard Balensweig 
Fractures of Forearm Dr. Paul W. Braunstein 
Colles’ Fractures Dr. L. Ramsay Straub 
Fractures and Dislocations of Carpal Bones Dr. Irvin Balensweig 
Fractures of Hand ‘ Dr. L. Ramsay Straub 
Injuries to Abdomen Dr. Samuel W. Moore 
Injuries to Chest Dr. Cranston W. Holman 
Injuries to Blood Vessels Dr. Jere W. Lord, Jr. 
Treatment of Burns Dr. Herbert Conway 
Skin Grafting of Fresh Burns—Coverage of Chronic 

Granulating Wounds Dr. Herbert Conway 
Fractures of Acetabulum and Dislocations of Hip Dr. T. Campbell Thompson 
Intracapsular Fractures of Femoral Neck Dr. Preston A. Wade 
Intertrochanteric Fractures of Femur Dr. Carleton M. Cornel 
Fractures of Femoral Shaft Dr. Preston A. Wade 
Injuries to Ligaments & Cartilages of Knee Dr. Frederick Lee Liebolt 
Fractures and Dislocations of Knee Dr. Frederick Lee Liebolt 
Fractures of Tibia and Fibula Dr. Rolla D. Campbell, Jr. 
Cross-leg Flaps for Injuries to Leg Dr. Herbert Conway 
Fractures and Dislocations of Ankle : Dr. Robert L. Patterson 
Fractures and Dislocations of Foot and Tarsus Dr. Philip D. Wilson, Sr. 
Joint Motion and Physical Therapy Dr. Howard Balensweig 
Management of Mass Casualties Dr. Paul W. Braustein and Dr. Preston A. Wade 
Eye Injuries Dr. John M. McLean 
Demonstration of Plaster of Paris 

Application 2 Dr. Robert L. Patterson and Dr. Preston A. Wade 
Demonstration of Application of 

Traction Dr. Robert L. Patterson and Dr. Preston A. Wade 
Operative Treatment of Fractures Dr. Preston A. Wade 
Amputations : Dr. T. Campbell Thompson 
Injuries to Hand Dr. L. Ramsay Straub 
Auto-Crash Injury Research Dr. Paul W. Braunstein 
Pathological Anatomy of Intra-Cranial Injuries Dr. Miton Helpern 
Tracheostomy—Indications and Technique Dr. James A. Moore 


Living accommodations for a limited alien of physicians and their 
wives will be available in Olin Hall, the Medical College Student 
Residence, at $2.50 per night per person. 

Tuition: $150.00 


For further information write to: 
Dr. Preston A. CORNELL UNIVERSITY MeEpICAL COLLEGE 
1300 YorK AvENUEF, NEw York 21, NEw York 


| a 
| = 
| 
| | 
| 
i 
| 
| 
| 
| 
it 
A 
1 
| 
| 
| 
J 
é 
j 
i 
é 
> 
| | 
| 
| 
| 
| 
| 
| 
q 
q 
| 
| q 
| 


-leritis “responded successfully. to topical ‘Metimyd. 
be marginal ulcers.” “completely cleared i in 24 ho 


MacRocyTiC ANEMIA 


SOUTHERN MEDICAL JOURNAL 


index. Ap iron $taie 
found in bleeding 
ing hemorrhoids, of 
Alse, the most 
anemia, HEPTUNA PLUS supplies 
iron, the specttc tor theseanemias, 
as wellas vitamins 
in pregnancy, OB ROR 
provides Iron, plus full sup- 


is 


characterist® Remeglobin de- 
creased, polor inden high. Feund in 
crrhost of ve fiver, intestinal ob- 
structea, carcinoma, peMmicious 

acid, Presenkin 
Aive te agents. 


PERNICIOUS ANEMIA 
Wacrotyte 


is by 
acniorhydria end-other neu- 
rolegic Bey count 
may be less Shan 10% of . . 
pigh color Adminigigatio af 


| 
| | 60 ee MARCH 1957 
let the blood picty ; 
HYPOCHROMIC ANEMIA 
o 
| 
C 
| 
4 
| 


VOLUME 50 SOUTHERN MEDICAL JOURNAL 


WHEN MORE THAN A HEMATINIC IS REQUIRED, HEPTUNA 
PLUS supplies iron, vitamins and trace minerals. The 
formula, liberal in iron, folic acid and B,,. content, will 
correct most microcytic anemias, of course. But more 
than that, HEPTUNA PLUS is widely useful in the com- 
monest anemia of all: anemia complicated by other 
nutritional deficiencies. 

In moderate conditions, 1 to 3 capsules daily. In se- 
vere cases, 4 or more daily. Supplied: Bottles of 100 
soft, soluble capsules. 


HEPTUNA® PLUS 


FOR ALL TREATABLE ANEMIAS, ROETINIC is formulated 
with the new intrinsic factor/B,. concentrate and high 
folic and ascorbic acids content. Aimed primarily at 
the more complicated macrocytic anemias of faulty 
hemopoiesis and those normocytic anemias due to 
hemolysis. 

Therapeutic dosage is just one capsule daily. Sup- 
plied: Bottles of 30 and 100 soft, soluble capsules. 


ROETINIC® 


FOR THE ANEMIAS OF PREGNANCY, OBRON HEMATINIC 
is a complete hematinic and prenatal supplement. 
Formula includes high iron content plus calcium, folic 
acid, Biz, eight other minerals, eight essential vitamins. 
Dosage as required, usually two capsules daily. Sup- 
plied: Bottles of 100 soft, soluble capsules. 


OBRON® HEMATINIC 


CHICAGO 11, ILLINOIS PEACE of mind ATARAX® 
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The subway is taking him home today. But, 
sometime soon, the depression and anxiety 
you can see may lead him to irresponsible 
behavior, impaired mental and emotional 
health, or even to physical illness. 


If he comes to your office, you'll find that 
Dexamy]* can help you to relieve his 
depressed sense of “‘being unable to do any- 
thing right.”’ ‘Dexamyl’ (a combination of 
dextro-amphetamine sulfate, S.K.F., and 
amobarbital) is smooth and subtle in action, 
helps to restore a sense of well-being. 

In three dosage forms: tablets, elixir, 
Spansule? capsules. 


Smith, Kline & French Laboratories, 
Philadelphia 


*1T.M. Reg. U.S. Pat. Off. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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a true 
cough specific 
non-narcotic 


ROMILAR ‘Roche’ 


For suppressing cough, whatever the 
cause, Romilar is at least as effective as 
codeine. Yet it has no general sedative 
or respiratory-depressant activity, and 
it's remarkably free of side effects such 
as nausea, constipation, or tendency to 
habit formation. Available as a 
syrup, in tablets, or expectorant mixture 
(with ammonium chloride). 


Original Research in Medicine and Chemistry 


Romilar® hydrobromide — brand of dextromethorphan hydrobromide 
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Choracteristie 


effect of Lutrexin on 
contracting vlerine muscle 


Brand of Luvin) TABLETS 12 une 


For increasing time in utero 


LUTREXIN is a new, water soluble, non-steroid, uterine 
relaxing hormone—a new ovarian hormone entirely unlike estrogen 
or progesterone—which has been isolated from the ovary. 


LUTREXIN produces demonstrable blood levels thirty 
minutes after oral administration.' 


In a preliminary study, Majewski and Jennings* report that the use of 
LUTREXIN has produced favorable results in 80% of clinically 
diagnosed cases of premature labor. 


Supplied in bottles of 25—1000 unit tablets 


1. Jones, Georgeanna S. and Smith, Frank: Am. J. Obstet. Gynecol., Vol. 67: No. 
3, 628-633, 1954. 


pA Sos J. T. and Jennings, T.: Obstetrics & Gynecology, Vol. 5, No. 5, 
55. 


HYNSON, WESTCOTT & DUNNING, INC. Balto. Md. <j» 
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Fractures of the Tibial Shaft: 


MAJ. S. F. MOOREHEAD, USAF (M.C.), and 
LT. COL. O. AIKEN MAYS, USAF (M.C.),+ Lackland, Tex. 


The authors have reviewed the results of several types of management for fracture of the tibia, 
and the errors encountered in a group of patients treated by many different doctors. 


Tue ORTHOPEDIC SERVICE of the 3700th USAF 
Hospital, Lackland Air Force Base, provides 
specialized medical care for the Air Force 
bases in San Antonio. It also receives all com- 
plicated and “long-term” cases from southern 
Texas and adjacent states as well as theaters 
overseas. “Short-term” and uncomplicated 
cases are usually handled at the patient’s local 
medical facility. 

A review of treated fractures of the shaft 
of the tibia proved to be most interesting. 
These patients had been treated by many 
physicians, both military and civilian, with a 
variety of technics. 

This study was confined to those patients 
with fractures of the shaft of the tibia with- 
out involvement of joints and who were 
treated as inpatients over a 4 year period. 
Due to the inconstancy of the military service, 
we were unable to study the individuals who 
were treated as outpatients or those who were 
transferred to other service or civilian hos- 
pitals for disposition. 


Sixty-three patients with a total of 65 frac- 
tures were treated. Only 59 of these were 
available for complete follow-up study. The 
average age of the patients was 23.5 years with 
an age span from 15 (fraudulent enlistment) 
to 40 years. Automobile and motorcycle ac- 
cidents accounted for 41 fractures or 63 per 
cent. Four fractures resulted from airplane 
crashes, and the remaining injuries were sus- 
tained in a wide variety of athletic events and 
accidents on the job. 

Thirty-six fractures or 61 per cent were 


*Read before the Section on Orthopedic and Traumatic 


Surgery, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


tFrom the 3700th USAF Hospital, Lackland AFB, Tex. 


simple fractures. Seventeen of these were 
treated by closed manipulation and applica- 
tion of plaster casts. Eighteen were treated by 
open reduction. One fracture required ampu- 
tation because of severe vascular damage. 


Simple Fractures 


The simple fractures occurred predominate- 
ly in the middle and lower one-third of the 
shaft with the comminuted type prevailing. 


FIG. 1 


Nonunion of tibial shaft due to distraction of fracture by 
plate. 
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Average healing time for those fractures 
treated by closed methods was 4.9 months 
(median of 4.5 months) with no significant 
variation in the healing time with regard to 
location or type. Healing time in all cases in 
this series was the time when the patient was 
able to walk without any type of support. 

The 18 simple fractures treated by open 
reduction and internal fixation healed in an 
average of 5.9 months (median of 6 months). 
Multiple screw fixation was used in 9 
instances and 6 fractures were treated by 
plates. Intramedullary fixation with a Lottes 
nail was used in 3 cases. No appreciable dif- 
ference was noted in the healing time of the 
fractures with reference to the type of fixa- 
tion used. A single complication occurred in 
this group of fractures. Distraction of the frac- 
ture site was produced by a Lottes nail. Sub- 
sequently an early autogenous onlay tibial 
graft was used with healing of the fracture in 
8 months after the original injury. 


In this small series it was found that 6 frac- 
tures operated upon within the first 24 hours 


Use of short plate on tibial fracture necessitating prolonged 
immobilization for union. 


MARCH 1957 


Insertion of a Lottes nail which was too long, resulting in 
subsequent delayed union requiring a bone graft. 


after injury healed in an average of 5.3 
months; 12 cases in which operation was de- 
layed more than 24 hours healed in an aver- 
age of 6.1 months. 


Compound Fractures 


Twenty-three or 39 per cent of the fractures 
were compound. These fractures were pre- 
dominately in the middle one-third. Eighty- 
three per cent of the fractures were of the 
comminuted variety with the remainder 
equally divided between the transverse, spiral 
and oblique types. All compound fractures 
were initially debrided. Eight of the com- 
pound fractures were treated by means of trac- 
tion, casts or both. Six of these healed with- 
out any complication in an average of 68 
months. Two patients in whom there was ex- 
tensive loss of bone with infection and drain- 
age were treated with autogenous onlay grafts 
from the ilium after the infection was con- 
trolled. Bone grafting was carried out 4 
months after the initial injury. These two 
fractures healed in an average of 14 months. 


Vv 
3 
a 
I 


FIG. 4 


Lottes nail used was too short. In order to obtain satisfac- 
tory immobilization the nail was driven too far distally with 
a resultant painful exostosis at the site of insertion. 


The overall average healing time of com- 
pound fractures treated without internal fixa- 
tion was 8.5 months (median of 7 months). 
Fourteen compound fractures were treated 
with some variety of internal fixation. In 11 
cases the internal fixation was used as part 
of the initial treatment. Three were treated 
by open reduction after skin coverage and 
wound healing. Eleven cases were complicated 
by secondary wound infection. All patients 
but 2 responded to antibiotic therapy, and 
these developed a low grade chronic osteo- 
myelitis. Autogenous bone grafts were used 
on 50 per cent of the fractures to expedite 
bony union. Bone grafting was done on an 
average of 4.6 months after the initial injury. 
Average healing time for the compound frac- 
tures treated with internal fixation was 7.5 
months (median of 7 months). We attribute 
this rapid healing to the early use of auto- 
genous grafts in cases where delayed union 
Was anticipated. 
_Two compound fractures required amputa- 
tion; one primarily because of massive de- 
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struction and another secondarily because of 
chronic osteomyelitis with nonunion. 

The average healing time for the 56 frac- 
tures was 6.4 months. We attribute this overall 
early healing to the fact that our patients 
were all young, healthy males averaging 23.5 
years of age, and the use of early autogenous 
bone grafts whenever delayed union was an- 
ticipated (Figs. 1-8). 


Summary 


Although we realize that this series is too 
small to draw any dogmatic conclusions, we 
feel that it has once again brought to our at- 
tention the need for increased emphasis of 
two important factors in the treatment of 
fractures of the tibial shaft. 

1. The nonoperative treatment of simple 
or closed fractures of the tibial shaft should 
not be abandoned without attempts at closed 
reduction. In our cases the patients who were 
operated upon were under treatment one 
month longer than those treated without 
surgical intervention. 


2. When open reduction is indicated it 


FIG. 5 


Tibial shaft split by Lottes nail introduced improperly. 
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should not be undertaken unless one is aware 
of the mechanical principles of his fixation 
device and has available the necessary equip- 
ment to accomplish the task. No self-respect- 
ing carpenter or mechanic would attempt a 
repair job without the proper tools, but all 
too often the physician will. Once the fracture 
is visualized the hunt for the proper appliance 
begins, and when it cannot be found we find 
tibias fixed with plates designed for use on 
the upper extremity, screws which are too 
long or too short, and intramedullary rods 
which do not fit. In spite of, and not because 
of, such treatment the majority of the frac- 
tures heal. 

We would like to review some of the more 
obvious errors in the use of internal fixation 


FIG. 6 


Use of a single screw in an improper position to fix an 
oblique fracture of the tibial shaft. 
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Use of dual pins for fixation across fracture site. The pins 
protruded through the skin and were incorporated in plaster. 


devices for the treatment of tibial shaft frac 
tures. The figures will demonstrate: 

1. Eggers plate improperly applied. 

Lottes nail distracting the fracture site. 

3. Short Lottes nail too short. 

4. Use of Steinman pins through fracture 
site with resultant ring sequestra. 

5. Lottes nail splitting shaft of tibia. 

6. Lane plate distracting fracture site. 

7. Curved incision crossing tibial crest 
with resultant slough of skin. 

8. Improper donor site for tibial graft. 


Discussion (Abstract) 


Dr. J. M. Barnhart, Houston, Tex. 1 should like 
“to apologize for not being here to discuss this paper 
myself. Dr. Mays kindly forwarded a copy of the re 
port to me, but I have not seen the slides demonstrat- 
ing his cases. 

It must be kept in mind that these fractures were 
treated by a varied group of men from the standpoint 
of experience and available equipment. However, one 
constant factor has been that these patients were all 
vigorous, healthy, well-nourished individuals. There 
may have been an alcoholic or two in the lot, but none 
of them were the destitute, totally demoralized dere 
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FIG. 8 


Ring sequestra resulting from the treatment illustrated in 
figure 7. 


licts that constitute a respectable portion of the 
statistics from our city hospitals. 

Dr. Robert Milam of the resident service at Jeffer- 
son Davis and the V. A. hospitals here is now work- 
ing on a series of segmental fractures of the tibia and 
he has kindly given me some of his figures. Com- 
paring Dr. Mays’ report with these figures and with 
studies published by Lottes and Keys, and by Von Saal 
of New York have proved interesting. All were four- 
year accumulations. Von Saal feels that simple re- 
duction and the use of a cast is adequate for trans- 
verse fractures and most fractures in children. In all 
other types intramedullary pinning, he feels, offers 


the best fixation, greatly reduces the cost, and main- 
tains function best. Dr. Mays does not mention his 
ideas on the handling of the fibula in tibial fractures. 
Von Saal feels that it should always be distracted, an 
osteotomy be done or preferably a section removed 
in open reductions. 


In Dr. Mays’ series there were 17 simple fractures 
treated by reduction and the use of a cast, healing in 
a mean of four and a half months. Keys and Lottes 
reported 7.2 months, and Dr. Milam’s segmental frac- 
tures in this category required 10 months. 

Eighteen simple fractures in Dr. Mays’ series, treated 
by open reduction and metal fixation, permitted walk- 
ing at a median of 6 months, with no “appreciable 
difference in time for the various types of fixation.” 
Keys and Lottes report 10 months for fixation by 
plates, 5 months for intramedullary rods. 

Dr. Mays reports 23 compound fractures with a 
median time of 7 months for those treated without 
open reduction. Keys and Lottes find 10 months 
necessary. 


In Mays’ group when the compound fracture was 
treated with metal fixation, 7 months healing time 
was found. Keys and Lottes report 11.8 months for 
tibias treated by plates, 6 months for intramedullary 
rods. Dr. Milam found that fractures in this group, 
recall they were all segmented, required 14 months 
for treatment by tibia plates, five and a half months 
for rods. 


There is a tremendous variation in these figures, 
not only in the amount of time needed before walking 
in various categories of fractures, but also in the time 
needed for healing with the various methods of fixa- 
tion. In passing it might be noted that the rod, despite 
some defects, holds its own very well in the com- 
parisons. 


Last of all I should like to mention that of this 
group of 65 cases, including major loss of skin and 
bone, acute and chronic infections and with treat- 
ment by a large number of surgeons and methods, 
there were only 2 amputations. One was inevitable 
because of vascular destruction, the other, in the 
only patient who developed permanent nonunion and 
chronic osteomyelitis. There is a considerable differ- 
ence in this series and in one of a few years back in 
which one found numerous long-standing nonunions 
and chronic osteomyelitis as end results. 
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Treatment of Tibial Fractures by 
Multiple Medullary Wire Fixation: 


The author describes his use of Kirschner 
wires in treating fractures of the tibia. 


MEDULLARY FIXATION OF FRACTURES Of long 
bones by multiple wires has been shown in 
our exhibits at the meetings of the American 
Academy of Orthopedic Surgeons in New 
York, 1950, Louisiana State Medical Associa- 
tion in Baton Rouge, 1950, International Col- 
lege of Surgeons in Chicago, 1952, Clinical 
Orthopedic Society in New Orleans, 1952, 
and the American Fracture Association in 
Houston, 1954. Multiple medullary wire fix- 
ation of fractures of the tibia was shown at 
the Academy of Orthopedic Surgeons Conven- 
tion in 1955 at Los Angeles. The advantages 
of medullary wire fixation of most of the types 
of fractures of the humerus have also been 
publicized. 


Last February, we presented before our 
hospital staff the report of 115 cases of frac- 
tures of long bones which had been treated by 
medullary fixation. Of this series there were 
12 cases of fractures of the tibia with multiple 
medullary wire fixation. In the 12 tibial frac- 
tures no nonunion has occurred although 
some of the cases represented patients pre- 
viously treated by casts and bone plates with 
resulting nonunion. 


The first case of medullary wire fixation in 
our list was done in February, 1948, when a 
fracture of the fibula at the malleolus could 
not be held in position until a medullary wire 
inserted from below provided satisfactory im- 
mobilization. In January, 1950, in an instance 
of a fracture of the tibia which had been 
treated elsewhere with resulting nonunion, 
misalignment and shortening, an open re- 
duction with the introduction of six large 
Kirschner wires from the medial side of the 
tibia was done. Since bowing resulted, rein- 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 
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forcement by a cast including the foot and 
extending above the knee was necessary. Sat- 
isfactory union was eventually obtained. 

Because the wearing of the leg cast had 
been required in the first case in order to 
overcome the bowing and prevent torsion, 
the next tibial fracture was treated by intro- 
ducing the wires from both sides of the tibia 
with consequent marked improvement. Wires 
18 inches long were used and passed distally 
into the cancellous bone end attaining satis- 
factory stabilization without the necessity of 
external immobilization. The patient could 
walk about with crutches, wearing regular 
clothing and shoes in a manner similar to the 
patient with a femur medullary nail. By this 
change satisfactory internal splinting of the 
fragments was obtained without the external 
support of a cast and the patient was able to 
walk with crutches with full mobilization of 
the knee and ankle. Since then we have con- 
tinued that method of treatment. 

The operation is done by exposing the frac- 
ture site usually through an anterior incision, 
but in one instance where an ulcer was pres- 
ent a posterior approach was used. A stab in- 
cision one inch long is made on both sides of 
the tibial tubercle through which holes a half 
inch in diameter are fashioned by drill and 
curette in the cortex of the bone with the 
bevel pointing distally. From 6 to 8 S.M.O. 
wires, 0.0625 gauge, 18 inches long are in- 
serted through each hole and driven distally 
by a mallet or drill into the medullary canal 
of the proximal fragment. By using the 
hooked wire with a flexible pull wire the in- 
troduction of the medullary wires is facili- 
tated. The hooks in the protruding ends of the 
wires are cut off at the fracture site. The frac- 
ture is then reduced and the wires are inserted 
into the medullary canal of the distal frag- 
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ment fixing the fragments in the position of 
complete reduction. The distal ends of the 
wires are staggered in place by forcing alter- 
nate wires a half inch deeper into the can- 
cellous part of the distal end of the bone, giv- 
ing the wires a grip in the bone similar to a 
radio tube in its socket which prevents rota- 
tion. The proximal ends of the wires are cut 
off leaving one-half inch of wire protruding 
through the holes in the cortex. These ends 
are then bent and turned beneath the muscles, 
fascia and skin. The stab incisions and the 
exploratory incision are then closed using 
only two or three silk sutures to approximate 
the skin edges of stab incisions and closing 
the open reduction incision in layers. 

A posterior leg splint is applied to be kept 
in place until the wound heals. The patient is 
then allowed to walk about with crutches al- 
though without weight bearing. He may place 
the foot on the floor for balance but full 
weight is not permitted until x-ray films re- 
veal union. No cast or external immobiliza- 
tion of any type is used after the incisions have 
healed. When union is firm the wires are re- 
moved through stab incisions under Sodium 
Pentothal anesthesia. 


Case Reports 


Case 1. J.M.J., a roofer, had a fracture of the left 
tibia on January 18, 1953, when he was thrown from a 
horse. Medullary wire fixation was done on January 
22, 1953, the wound healed slowly due to birthmarks 
(hemangiomata) about the incision. He was on crutch- 
es by February 20, 1953, and began duty as a truck 
driver April 2, 1953. The wires were removed on 
March 9, 1954 (Fig. 1, A and B). 

Case 2. S.R., a rice plant worker, fractured his 
tight tibia and fibula on April 17, 1954, in an auto- 
mobile accident. He was admitted to the hospital on 


FIG. 1 


Case 1 (A) Before operation (B) After operation 
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Case 2 (A) Before operation (B) After operation 


April 19; skeletal traction to the calcaneous was ap- 
plied on April 20. Medullary wire fixation was done 
on April 27, and crutches were permitted on May 13. 
These were discarded on July 30, 1954, and he re- 
sumed his usual occupation with the wires still in 
position. These will be removed at a convenient time 
(Fig. 2, A and B). 

Case 3. L.T., a tank mechanic in the National 
Guard, fractured his right tibia and fibula while play- 
ing soft ball. Medullary wire fixation was done on 
December 16, 1954. He returned to light duty in the 
supply department, using crutches, on January 18, 
1955. He discontinued the use of crutches in April, 
to resume his regular occupation. The wires are still 
in position to be removed at a convenient time (Fig. 3, 
A and B). 


FIG. 3 


Case 3 (A) Before operation (B) After operation 
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Discussion 


The advantages of this method are as fol- 
low: 

(1) Simple procedure. Any surgeon can 
place wires in a bone. One look at the x-ray 
film reveals the principles involved. The lim- 
ited flexibility of the wires allows the slight 
motion which seems to increase callus forma- 
tion as noted by Leriche and Policard? and 
also permits sufficient compression of the 
fragments to induce early union as proved by 
Eggers.* 

(2) Firm support. The fragments are 
aligned perfectly and no lateral or rotation 
motions are possible. 

(3) No casts. The patient is able to wear 
regular shoes and clothes. There is no marring 
of floors or furniture by heavy casts, and no 
pressure sores or circulatory impairment. 

(4) Early ambulation. Early resumption of 
physiologic activities with active movement of 
knee and ankle is permitted. No freezing of 
joints or changes of disuse occur. 


(5) Inexpensive. Ten to sixteen S.M.O. 
wires, 0.0625 gauge 18 inches long, are needed. 
Wires are easily cut to any length. No “hard- 
ware store” with multiple shapes, sizes and 
lengths of nails and pins is necessary. The 
regular drills, pliers and mallet are used for 
introduction. We have a small wire set that 
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seems to hasten the operation slightly by driy. 
ing the wire to a snug fit at proximal end. 


Summary 


A series of cases of fractures of the tibial 
shaft treated by multiple medullary wires jg 
presented. The method has proved to be 
sound mechanically and physiologically with 
a resulting decrease in morbidity, disability 
and expense. 
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Discussion (Abstract) 


Dr. J. Hiram Kite, Atlanta, Ga. 1 would like to 
suggest that there is still a place for conservative 
treatment of fractures. Medical students and residents 
are being taught to put in wires and rods and plates 
on every possible fracture. Compensation cases pay 
extra for open reductions. Manipulations and immo- 
bilizations by casts have given many good results in 
the past. Union occurs more quickly with closed 
reduction. Most of the cases shown with hardware 
inserted could have been treated as well by closed 
reduction. Traction, when used properly, will still 
give good results. Let us teach the younger men 
conservative methods which will give good results 
with the minimum risk of serious complications. 


’ 
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The Proximal Fibula: Indications 
for Excision and Use« 


k. A. MURRAY, M.D., and H. H. BRINDLEY, M.D.,+ Temple, Tex. 


The authors indicate that the proximal end of the fibula may be removed with impunity 
without functional disturbance. They consider its use for bone grafting. 


THE FIBULA, A RUDIMENTARY BONE, bears no 
weight, and is regarded as important only for 
its muscular attachment and participation in 
formation of the ankle joint. Generally, it is 
understood that the proximal two-thirds of 
the fibula may be removed without disabil- 
ity, and that the distal third must be pre- 
served for the ankle stability supplied by the 
fibular maleolus. Hence, the proximal fibula 
may be compared to the palmaris longus ten- 
don as an ideal human spare part. When in- 
dicated, because of a pathologic lesion or for 
use as a bone graft, it may be removed with- 
out funtional loss to the extremity. 


We do not know at what age the proximal 
fibula loses its clinical importance, but this 
most slender of the long bones is of great im- 
portance during embryonic life for the de- 
formities associated with its congenital ab- 
sence are severe and are resistant to treat- 


FIG. 1 


Roentgenograms showing osteochondroma of proximal end 
of fibula. Increasing size, deformity, and peroneal nerve 
symptoms justified removal. 


FIG. 2, A 


Roentgenograms of proximal fibula resected in 1938 for 
benign giant cell tumor. 


ment.' For the treatment of congenital ab- 
sence of the radius, Riordon? has reported ex- 
cision and use of the proximal fibula as a 
bone graft in young children without later 
loss of function. In the literature, there have 
been many isolated reports concerning re- 
section of the fibula for local lesions and for 
employing the fibula as a bone graft. 


Resection of the Fibula 


Local resection of the fibula is a relatively 
simple, uncomplicated treatment for patho- 
logic lesions occurring in the bone itself, or 
for adjacent lesions in which removal of the 
fibula allows ease of approach or exposure 
of the area. For resection, the approach to 
the proximal fibula as described by Henry® 
is advised. The peroneal nerve is identified 
as it emerges from under the biceps tendon 
and is freed to the peroneus longus muscle. 
That portion of the muscle arising above the 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Forty-Ninth Annual 
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FIG. 2, B 


In 1953, roentgenograms show no recurrence of the tumor. 


nerve is detached so the nerve can be re- 
tracted. The fascial plane between the soleus 
and the peroneus is identified and separated 
to the fibula which is then exposed sub- 
periosteally. This muscle-separating incision 
may be extended to the foot. The lower third 


FIG. 3, A 


Roentgenograms showing ununited fracture of ulna with 
massive loss of bone and unstable elbow. 
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of the fibula is subcutaneous and is exposed 
easily by a longitudinal incision through the 
skin, fascia, and periosteum. Wide local ex. 
cision, including surrounding soft tissue, how- 
ever, must result in disability, for the peroneal 
nerve crosses the neck of the fibula; the an- 
terior tibial vessels are very close to the upper 
shaft; and the lateral-collateral ligaments and 
the knee joint are in close proximity to the 
upper fibula. 


Those lesions amenable to treatment by 
local resection of all or part of the proximal 
fibula are: (1) benign tumors of the fibulats 
often associated with symptoms of peroneal 
palsy (Figs. 1 and 2); (2) resectable malignant 
tumors of the fibula; (3) osteomyelitis of the 
fibula; (4) ununited tibial fractures with an 
intact fibula; (5) short below the knee ampu- 
tation stumps with prominent or too long a 
fibula; (6) painful ununited fracture of the 
fibula; (7) exposure of the _ posterolateral 
tibial plateau; (8) exposure of an arterio- 
venous fistula® between the anterior tibial 
and peroneal vessels; and (9) to gain length 
in peroneal nerve repair.? 


The Fibula as a Bone Graft 


The fibula is an ideal bone graft in certain 
isolated conditions. Except for the head, the 
fibula consists entirely of cortical bone and, 
therefore, it is revascularized much more 


FIG. 3, B 


One year following fibular bone graft to the defect, roent- 
= show that the elbow is stable and the function is 
good. 
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Roentgenographic evidence of chondroma of the head of 
the humerus with penetration of the medial cortex and 
symptoms in a woman 50 years old. 


FIG. 4, B 


Photograph of the pathologic specimen. 
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slowly. Under most circumstances a fibula 
bone graft should not replace cancellous iliac 
bone grafts or partially cortical and cancel- 
lous tibial grafts; but, when a long cortical 
graft is required to replace a massive seg- 
mental loss in a cortical shaft, the fibular 
graft has advantages over the tibial or iliac 
graft. These advantages are: (1) almost exact 
replacement of the defect in size; (2) ease of 
fixation with screws or intramedullary nails; 
and (3) absence of complications associated 
with the donor area (Fig. 3). 

The three long bones most ideally treated 
with fibular grafts are the radius,’ ulna, and 
humerus. When the proximal articular end 
of the humerus, distal articular end of the 
radius,® or distal articular end of the fibula’? 
must be sacrificed, they may be replaced very 
satisfactorily by the proximal portion of the 


FIG. 4, C 


Roentgenogram showing replacement of proximal humerus 
with fibular-graft and intramedullary nail. The fatigue frac- 
ture occurred six months after operation. 
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Roentgenogram four years after prompt healing with no 
further immobilization. 
fibula, including the head as the articular end 
(Figs. 4 and 5). 

We believe such an autogenous graft is in- 
dicated rather than the recently popularized 
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prosthetic devices. When an autogenous graft 
has been revascularized, continued function at 
the same level can be anticipated, while with 
a prosthesis, at least in weight-bearing joints, 
uncertain results may be obtained. This js 
especially important when part of the shaft 
must be sacrificed with the articular surface 
of the bone end. 


With the use of a massive graft, the com- 
plication most frequently encountered is late 
fatigue fracture before complete revascu- 
larization and bony replacement has occurred. 
This complication may be avoided by pro- 
longed support, though it is difficult to be 
certain when support may safely be discarded. 
In addition, prolonged immobilization pro- 
motes stiffness of joints, muscle atrophy, and 
a poor functional result. The use of an in- 
tramedullary nail obviates these disadvantages 
of immobilization. Cast support cannot be en- 
tirely avoided, but if a late fatigue fracture 
occurs, position is held and union may occur 
without further treatment (Fig. 4, C). 


The fibula has been used as a replacement 
graft for tibial defects.''!% Originally con- 
ceived by Hahn in 1884 and perfected by 
Codivilla, the procedure has been termed the 
Huntington operation,'* and has been modi- 
fied by Davis'® and Milch.'®1* Usually by 
transfer to a fresh bed in the tibia, the fibula 
with vascular soft tissue intact is cross-united 


FIG. 4, E 


Photographs demonstrating nearly normal function four years after operation. 
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to the tibia above and below the tibial defect. 
The objection to this graft has been that the 
fibula is not of sufficient size to replace the 
tibia. However, there have been many reports 
indicating that this procedure has been em- 
ployed successfully, with fibular hypertrophy 
occurring later. This operation should be con- 
sidered when the usual type of bone graft is 
unsuccessful or impossible. 

The use of the fibular graft in an ununited 
fracture of the neck of the femur, in a defect 
of the shaft of the femur,'’ or as a replace- 
ment for the usual iliac or tibial graft is ques- 
tionable. 

The complications that may be encountered 
in resection of the fibula must be kept in 
mind and avoided. The peroneal nerve, which 
must be exposed, should be handled gently 
and injury avoided. The anterior tibial ves- 
sels, where they penetrate the intramuscular 
septum, also must be avoided and protected. 
These structures can be avoided by proper 
operative exposure and technic. Release of 
the biceps tendon and lateral-collateral liga- 
ment has not resulted in instability of the 
knee as would be anticipated. 


By accident, we discovered a complication 
of serious consequence. We observed a boy, 
10 years old, who had his proximal fibula 
excised for benign osteochondroma at the 
age of six. When first seen he had a valgus 
foot, with obvious proximal migration of the 
fibular malleolus of about 2 cm. It was as- 
sumed that we had found a case demonstrat- 
ing that excision of the fibular was not al- 
ways an innocuous procedure. On review of 
all of the roentgenograms, however, it was 
obvious that the fibular shaft had been ex- 
cised up to the proximal epiphysis which re- 
mained. Regeneration of the shaft, as usually 
occurs to a greater or lesser degree, had united 
the epiphysis to the shaft and thereby had 
arrested the proximal fibular epiphysis. ‘Treat- 
ment consisted of excision of the epiphysis, 
and we hope there will be further growth of 
the fibula and a decrease in the ankle de- 
formity. If the proximal fibula is to be ex- 
cised in a child, the epiphysis should be in- 
cluded or normal bone should be left be- 
tween it and the shaft. 


Summary 


The proximal end of the fibula may be 
resected or may be used as a bone graft with- 


Roentgenogram of benign giant cell tumor of the radius. 


FIG. 5, B 


Roentgenogram two years after fibular graft replacement. 
The functional result was excellent. 
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out functional loss to the extremity. This 
allows ideal treatment for certain pathologic 
lesions of the fibula and adjacent areas. The 
fibula can be used to replace the distal end 
of the radius, the proximal humerus, or the 
distal fibula including the articular surface. 
As a bone graft the fibula may be inferior to 
the ilium or the tibia, but indications for the 
fibular bone graft are presented. Complica- 
tions, including arrest of fibular growth 
secondary to incomplete fibular excision, are 
discussed. 
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Experiences with Quadricepsplasty* 


IRA H. RAPP, M.D.,7 Charlotte, N. C. 


Quadricepsplasty may be useful to increase the mobility of a knee of limited 
motion, as the result of past trauma or disease of the thigh and its structures. 


THE EXTENDED AND STIFF KNEE presents an 
orthopedic problem only when the desires or 
the activities of the patient demand a movable 
articulation. However, it is axiomatic that a 
painless stiff knee joint is better tolerated 
than a movable one accompanied by pain, 
and this statement deserves careful consid- 
eration before a decision for surgical relief of 
joint stiffness is entertained. 


The causes of stiffness of the knee joint are 
familiar to all dealing with bone and joint 
surgery: namely,—the fractured femur de- 
manding prolonged immobilization in plaster; 
reconstructive operations about the hip; the 
compound fracture with extensive soft tissue 
damage especially to the quadriceps mecha- 
nism,or the compound fracture with infection; 
extensive operative procedures producing soft 
tissue scarring; bone and joint infections; and 
finally, the injudicious insertion of pins or 
wires in the proximity of the knee joint. Some 
of these are avoidable, some preventable, and 
others treatable; however, some of these still 
will result in immobility of the knee joint 
even under the most favorable circumstances. 
On the other hand newer concepts of recon- 
structive procedures on the hip, intramedul- 
lary fixation of femoral shaft fractures, the 
judicious selection of operative incisions as 
well as attention to meticulous surgical tech- 
nic, the discovery and development of newer 
antibiotic drugs, and the early use of physical 
therapy have all materially tended to reduce 
the incidence of stiffness of the knee. 


The obstacles to knee movement are active 
at the intra- as well as the extra-articular level. 
Adhesions may be formed within the joint. 
The cartilage may be destroyed and the articu- 
lation ankylosed by fibrous or bony union. 
At the extra-articular level the muscle and 
tendinous apparatus may be fused as well as 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


tFrom the Charlotte Orthopaedic Clinic, Charlotte, N. C. 


the capsule contracted. This paper does not 
deal with the knee in which the articular sur- 
faces have been destroyed by injury or disease 
and is thus incapable of resuming painless 
function following the release of the factors 
responsible for the lack of joint function. 
The French authorities‘ appear to prefer 
arthroplasty as a means of overcoming stiff- 
ness of the knee joint, but recognize that 
extra-articular factors necessitate treatment in 
the great majority of instances and that the 
need for lengthening of the quadriceps ten- 
don is attended by a great deal of weakness of 
the knee. 

Attempts to mobilize the knee stiffened in 
extension are not new and have varied from 
a simple program of heat, massage and exer- 
cises both active and passive, to manipulation 
and, finally, to surgical intervention. Passive 
manipulation under anesthesia still has its 
advocates and carefully done can produce an 
increase in the range of motion. In 1946, a 
series of 12 cases were reported from Canada* 
in which an average of 7 degrees of flexion 
was gained. The procedure is not without the 
hazards of femoral refracture, tears of the ex- 
tensor apparatus, and fracture of the patella. 
Bennett’ was probably the first to attack the 
problem from the operative standpoint and 
obtained satisfactory flexion of the knee by 
lengthening the quadriceps tendon, but usual- 
ly sacrificed strength of the muscle in com- 
plete extension. 

Thompson,‘ in 1944, was the first to realize 
the importance of the quadriceps mechanism 
as one of the major factors contributing to 
stiffness of the knee and, although the opera- 
tion emphasized this factor, it was designed 
to relieve capsular contracture as well. 


The technic which I have employed does 
not deviate materially from that described by 
Thompson with one or two exceptions. An 
anterior lateral incision extends well below 
the lower pole of the patella. The rectus 
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femoris is mobilized from the adjacent quad- 
riceps components. This muscle is frequently 
found to be severely scarred and atrophic but 
has remarkable recuperative power. The scar- 
ring of the tendinous portion of the rectus 
femoris is occasionally so severe and the ten- 
don so attenuated as to require its construc- 
tion from the subjacent tendon of the vastus 
intermedius. This latter muscle, in the cases 
to be described, has not been excised but al- 
lowed to remain as a covering of the lower 
portion of the femur. The capsule is usually 
observed to be thickened and contracted and 
requires release by both medial and lateral 
parapatellar incisions. Following completion 
of the latter step the interior of the joint can 
be visualized and adhesions, usually more 
prominent in the suprapatellar pouch, re- 
leased. Then the leg can be manipulated to, 
or beyond a right angle depending upon the 
tightness and integrity of the rectus femoris 
muscle and tendon (Fig. 1). In no instance 
has it become necessary to lengthen the quad- 
riceps tendon to regain the desired amount of 
flexion of the knee. When maximum flexion 
has been obtained the capsular incisions are 
found to gape widely, but no attempt is made 
to suture the defect. Finally, a flap of fat is 
fashioned from the subcutaneous tissue and is 
sutured beneath the rectus femoris to prevent 
its fibrous re-attachment (Fig. 2). 


Case Reports 


Case 1. E. H., age 35 years, had a midshaft femoral 
fracture in September of 1947, and was treated at an 
outside hospital by a metal plate. The result was a 


(Case 12) The rectus femoris has been released from _ its 
surrounding scar; the contracted capsule has been incised 
on the medial and lateral aspects of the knee. Following re- 
lease of intra-articular adhesions the knee can be flexed to 
a right angle. 
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(Case 12) A flap of fat has been fashioned from the sub- 
cutaneous tissue to be sutured beneath the freed rectus femoris 
tendon, to act as a covering over the scarred area of the 
distal thigh structures. 


nonunion. In March, 1948, an onlay bone graft was 
applied and the patient immobilized in a plaster cast 
for six months. The resultant 20 degree motion of 
the knee did not permit the patient to drive a truck. 

Therefore, on January 27, 1950, a quadricepsplasty 
was done. The rectus femoris was found to be firmly 
adherent and atrophic as a result of both the original 
injury and two subsequent surgical procedures. At the 
time of dismissal two weeks later the patient had 45 
degree flexion of the knee. At six weeks flexion of 
60 degrees was possible and strength of the quadriceps 
was returning. He was recalled for re-evaluation in 
March of 1954, and his range of motion was re- 
corded as from 10 to 180 degrees. His present employ- 
ment requires the driving of a tractor-trailer com- 
bination. 

Case 2. J. T., aged 33, fractured his right femur 
in September, 1948. He was treated elsewhere by 
open reduction, circumferential wiring and a plaster’ 
spica cast until the fracture united; the cast was re- 
moved in October, 1949. He received little or no mo- 
tion under a vigorous program of physical therapy. 

A quadricepsplasty was done on June 22, 1950, with 
flexion beyond a right angle being obtained at the 
time of operation. One month later 45 degrees of 
flexion was permitted, and at two months a range of 
motion as from 100 to 170 degrees was recorded. He 
was evaluated again on March 18, 1954, and found to 
have a recovered motion as from 70 to 175 degrees. 
He was actively employed loading trucks at the time. 

Case 3. J. T., 22 years of age, was seen on August 
13, 1946, with an established nonunion of a mid- 
femoral fracture treated previously by open reduction 
and plating in January, 1946. On August 21, 1946, an 
onlay bone graft was done, resulting in firm union by 
September 1947. 

Motion of the knee through a range of 32 degrees 
was possible prior to quadricepsplasty on February 17, 
1950. Postoperatively his extremity was immobilized 
by a cast for ten days with the knee flexed to a right 
angle. One month later his joint motion was recorded 
as 88 to 170 degrees with sufficient quadriceps strength 
to permit him to ascend and descend stairs in a 
normal fashion. 


FIG. 2 
FIG. 1 
2% 
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Case 4. C. H., aged 23, fractured his right femur 
in a motorcycle accident while in the armed forces. 
He was treated by a Stader splint but subsequently 
developed osteomyelitis. He eventually had healing, 
with immobilization in a cast, by March, 1948. The 
motion of the knee before operation was from 170 
to 180 degrees. 

Quadricepsplasty was done on October 11, 1950. The 
main resistance to motion of the knee was encountered 
between the vastus lateralis and rectus femoris, at 
the junction of the middle one-third of the thigh. At 
the conclusion of the operation flexion was possible 
to a right angle. On June 7, 1954, his motion was 
recorded by goniometer as from 72 to 180 degrees. He 
was able to run up and down stairs and work as a 
gasoline service attendant. 

Case 5. J. F., a 6 year old boy, was seen on Septem- 
ber 11, 1945, because of an established nonunion of 
a fracture of the upper third of the femur and 
multiple healed soft tissue scars. These had resulted 
from a school bus accident on October 16, 1944. He 
had been treated originally by an open reduction and 
a plate with screw fixation. 

An onlay bone graft was done October 3, 1945, and. 
firm union resulted by January, 1946. Prior to quad- 
ricepsplasty on July 8, 1953, his motion ranged from 
180 to 200 degrees of hyperextension. Following re- 
lease of the scarred rectus femoris tendon from the 
vastus medialis and vastus lateralis flexion was pos- 
sible to 145 degrees. He was recalled August 13, 1954, 
when his range of motion was recorded as from 140 
to 180 degrees. His gait had improved and he was 
able to walk without a brace. 

Case 6. L. H., a 30 year old man had osteomyelitis 
of the right femur in 1934, which later involved the 
left shoulder, left knee and right ankle resulting in 
complete invalidism. By 1951, the drainage from all 
sinus tracts had ceased. The left knee had healed by 
bony ankylosis with 20 degrees of flexion of the knee. 
The right knee permitted a range of motion of from 
150 to 180 degrees. 


On February 21, 1951, a quadricepsplasty was done 
on the right side, and on March 13, 1951, an arthro- 
plasty on the left side. He was last seen on March 17, 
1954. The range of motion of the right knee measured 
from 120 to 180 degrees. This patient was able to 
pursue a semisedentary occupation and walk short 
distances without crutches. 


Case 7. V. P., aged 32, was treated in 1941 for 
pyogenic arthritis of the left hip by bedrest and later 
immobilization for two months by a spica cast. Be- 
cause of intractable pain a hip arthrodesis was per- 
formed on November 16, 1945. 


The patient, when seen in May of 1951, desired 
increased motion of the knee in excess of the 60 
degrees then present and which prevented her from 
sitting comfortably as well as ascending and descend- 
ing stairs in a normal fashion. A quadricepsplasty 
was done on July 13, 1951, releasing the rectus femoris 
from its scar three inches above the patella and ex- 
cising a considerable number of intra-articular ad- 
hesions, after which flexion beyond a right angle 
could be obtained. At the end of three weeks she had 
regained flexion to 90 degrees and lacked only 10 
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degrees from complete extension. On April 4, 1954, her 
motion measured 80 to 180 degrees. 


Case 8. E. M., a 35 year old woman, had a simple 
fracture of her right femur in May 1950; it was treated 
by immobilization in a cast. 

On October 1, 1951, when she was first seen, she 
had 15 degrees of motion in the knee. This amount 
of motion did not permit her to walk without a 
moderate limp and interfered with her employment 
as a domestic aide. 


On November 5, 1951, a quadricepsplasty was done 
at which time the main resistance to flexion was 
found to be intra-articular adhesions and capsular 
contractures. Two months following operation the 
range of motion was recorded as from 100 to 170 
degrees. On November 8, 1952, she fell and had a 
supracondylar fracture of her right femur. She was 
treated in a spica cast for three months. On a vigor- 
ous program of knee exercises she regained a range 
of motion of from 105 to 175 degrees sufficient to 
allow her to walk without limp. However, she still 
complained of a moderate amount of discomfort in 
the knee. The most recent x-ray studies of the knee 
demonstrate a moderate traumatic arthritis, which 
is occasionally symptomatic. 

Case 9. P.C., an 11 year old negro girl, was treated 
for low-grade osteomyelitis of the shaft of the right 
femur with penicillin, at the age of 7 years in De- 
cember, 1948. Incision and drainage were done during 
a “flare-up” in August, 1950. No drainage had oc- 
curred since November, 1950. 


Prior to quadricepsplasty on November 28, 1952, 
10 degrees of motion was present at the knee. At the 
time of operation the rectus femoris was found to be 
firmly adherent to the vastus medialis and vastus 
lateralis in the midthigh area. In the attempt to re- 
gain flexion of the knee during the immediate post- 
operative convalescent period, both active and passive 
exercises were pursued too vigorously with resultant 
sloughing of the skin overlying the patella. This 
necessitated a split thickness skin graft before healing 
was complete. Six months following quadricepsplasty 
she had regained 80 degrees of flexion. On June 4, 
1954, the range of motion was 60 to 170 degrees. She 
was able to run and play as a normal child. 


Case 10. C. B., aged 23 years, was involved in a 
motorscooter accident in June, 1948, receiving multiple 
fractures of the pelvis and extremities among which 
was a compound fracture of the midthird of the left 
femur. The fractured femur was treated by prelim- 
inary skeletal traction followed by a spica cast. The 
cast was changed at intervals for several months until 
union was firm 16 months later. While in the cast 
the skin of his left lower extremity broke down on 
several occasions due to pyodermia. During this period 
of immobilization in the spica cast, a sliding bone 
graft for a nonunion of the left tibia was done. 

On January 15, 1953, a quadricepsplasty was done. 
Prior to operation 15 degrees of motion was present 
in the knee. Following the operation he was placed 
in balanced traction with the knee flexed at 90 de- 
grees. The position of right angle flexion plus ex- 
cessive attempts on the part of the patient to mobilize 
his knee caused an extensive slough which involved 
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(Case 11) The range of motion is indicated by the phantom 
photograph prior to quadricepsplasty. The scars of previous 
operation can be seen. 


a major portion of the quadriceps tendon. Numerous 
split thickness skin grafts were necessary to provide 
coverage. At examination on September 24, 1954, he 
could passively flex the knee to a right angle but 
had a range of active motion of 5 to 10 degrees. This 
case was considered a clinical failure, although the 
patient prefers his passive motion to a stiff knee joint. 

Case 11. D. P., a 9 year old boy, was seen initially 
on January 9, 1952, with delayed union of bilateral 
midfemoral fractures which had been treated else- 
where by plates, on November 16, 1951. Malalignment 
was corrected by manipulation under anesthesia and 
a spica cast applied. On March 13, 1952, sequestrec- 
tomy and removal of the plate were done on the right 
side. By May, 1952, the fracture on the left was firmly 
united, but immobilization was necessary for an ad- 
ditional two months because of the right femur. 
Despite vigorous attempts with physical therapy on 
a subsequent hospitalization no more than 30 degrees 
of motion of the knee could be obtained (Fig. 3). 

A quadricepsplasty was performed by Dr. Harry 
Winkler on June 2, 1954. Due to a diastasis of super- 
ficial layers of the wound a secondary wound closure 
was done three weeks later. Six weeks following quad- 
ricepsplasty flexion to a right angle was possible. On 
September 18, 1954, his range of motion was recorded 
as from 80 to 175 degrees (Fig. 4). 


Case 12. M. W., a 24 year old woman, was involved 
in an automobile accident on August 29, 1953. Her 
most serious injury consisted of a severely comminuted 
fracture of the shaft of the left femur. The treatment 
consisted of preliminary skeletal traction followed by 
immobilization in a spica cast for 7 months. 

Prior to quadricepsplasty 15 degrees of motion was 
present in the knee (Fig. 5). At operation the major 
resistance to flexion was found in the suprapatellar 
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areas several inches above the patella involving the 
rectus femoris and vastus intermedius tendon. Aq. 
hesions were also released in the suprapatellar pouch, 
At the time of dismissal from the hospital the knee 
could be flexed to 120 degrees, and on September 27, 
1954, the range of motion was from 80 to 180 degrees 
(Fig. 6). 

Case 13. J. K., a 51 year old man, received multiple 
fractures as a result of an automobile accident op 
June 14, 1954. Among these was a severely comminuted 
fracture of the femoral condyles on the left side and 
a less severely comminuted supracondylar fracture of 
the femur on the right side. The right femoral frac. 
ture was treated by open reduction and fixation by a 
Rush pin. Four months later he was hospitalized for 
physical therapy. On the right side he regained 30 
degrees of motion in the knee before reaching a limit. 
However, on the left side he was unable to gain more 
than 10 degrees of motion; this was painful probably 
due to incongruity of the joint surfaces. 

A quadricepsplasty was done on the right side on 
December 20, 1954. The quadriceps was bound down 
in the lower four inches and extensive intra-articular 
adhesions were released before flexion to a right angle 
could be obtained. At dismissal three weeks later, 40 
degrees of passive motion existed. Six weeks following 
operation the patient had regained flexion to 110 
degrees. Unfortunately he had a “heart attack” and 
expired on January 31, 1955. 

Case 14. N. W., a 19 year old boy, received a frac- 
ture of the mid-shaft of the right femur in November, 
1947, in a school bus accident. Treatment consisted 


FIG. 4 


(Case 11) The range of motion 10 weeks following quad- 
ricepsplasty. 
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FIG. 5 


(Case 12) Indicating the range of knee motion at the time 
of operation. 


of an open reduction and immobilization in a cast 
for one year. He was referred to one of the North 
Carolina State Crippled Children’s Clinics where, in 
April of 1954, 20 degrees of flexion of the knee was 
recorded. 

Quadricepsplasty was performed on May 26, 1954. 
On September 10, 1954, by goniometric measurement, 
his range of motion was from 90 to 168 degrees. On 
September 18, 1954, an intertrochanteric hip fracture 
occurred in an accidental fall and was treated by fixa- 
tion with pin and plate. To date his quadriceps 
strength continues to improve and, although he has 
preserved his former flexion to 80 degrees, he still 
lacks 20 degrees of complete extension. 


Case 15. F. H., aged 36, had a gunshot fracture of 
the left femur on November 11, 1954. It initially was 
treated by open reduction, a plate, and immobilization 
in a spica cast for 5 months. The situation on July 
13, 1955, was one of delayed union, deformity at the 
site of fracture, and a loose metal plate with screws 
protruding from the immature callous. A_ partially 
stiff knee added further leverage at the site of delayed 
union. 

In view of the deformity, delayed union and pres- 
ence of both loose and inadequate metallic fixation, 
in addition to stiffness of the knee, operative inter- 
vention seemed to be indicated. On July 15, 1955, the 
metal was removed, an intramedullary bar inserted 
and an iliac grafting and quadricepsplasty performed. 
At present he is recovering both motion and quadri- 
ceps strength. His range of active extension on Octo- 
ber 20, 1955, measured from 100 to 155 degrees. 


Discussion 


It is apparent that no definite conclusions 
can be drawn from such a small series of cases; 
however, several points are worthy of mention. 

Although the operation of quadricepsplasty 
emphasizes the importance of the individual 
release of scarred quadriceps components and 
especially of the vastus intermedius and rectus 
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femoris, all of the above cases required the 
release of capsular contractures and _ intra- 
articular adhesions before satisfactory flexion 
could be regained. It is also noteworthy that 
flexion to a right angle was possible at the 
time of operation without lengthening of the 
quadriceps tendon. As would be expected the 
rate of recovery of knee function appears to 
bear a direct relation to the amount of flexion 
prior to operation and/or to the integrity of 
the quadriceps mechanism as determined at 
the time of surgical interference. 

From the experiences with quadricepsplasty 
in the above cases, it would appear that com- 
plications following the operation are readily 
recognizable and to a great extent prevent- 
able. Sloughing of the soft tissues overlying 
the knee joint have been the most serious 
complications encountered (Cases 9 and 10). 
Postoperatively, it is advisable not to flex the 
knee joint more than 40 to 45 degrees in bal- 
anced traction until the immediate reaction 
to operation has passed, usually a matter of 
three to four days. It has not been found 
necessary to institute an active or passive ex- 
ercise program for ten to fourteen days or 
until soft tissue healing is well under way. At 
the time of dismissal from the hospital at 
three weeks, a range of passive flexion to 120 
degrees is considered satisfactory. Thereafte: 


FIG. 6 


(Case 12) Phantom photograph indicates the range of flex- 
ion and extension 3 months following operation. 
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a supervised program of physical therapy is 
pursued for several months. Quadriceps 
strength in contrast to a passive range of mo- 
tion is regained much more slowly, and it is 
during this period that a serious danger of 
accidental falling exists (Cases 8 and 14). 
Despite the fact that each patient is cautioned 
concerning such a complication it has oc- 
curred in two cases. Maximal quadriceps 
strength is frequently not regained until from 
twelve to eighteen months following opera- 
tion. 
Summary 


Quadricepsplasty provides a_ useful pro- 
cedure for the relief of stiffness of the knee 
joint due primarily to extra-articular factors 
wherein pain on weight bearing is not a 
prominent feature. 

Appreciation is expressed to Dr. J. E. Jacobs for his 
permission to include Cases 3, 4, and 5, and to Miss 
M. Kennedy, R.P.T., for her aid in the preparation 
of the photographs. 
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Discussion (Abstract) 


Dr. Rapp (Closing). In answer to the question— 
how long is it safe to perform a quadricepsplasty after 
the knee has been stiffened in extension. This is a bit 
difficult to answer. However, two of the cases described 
have been submitted to operation six years following 
the original disability. In one case this was as long as 
14 years. I do not think that time alone is the de. 
termining factor as far as the ultimate outcome js 
concerned. 


More so, I believe it is the quality and integrity of 
the quadriceps mechanism as determined at the time 
of operation. At this time one can usually prognosti- 
cate whether the patient is to have a rapid and satis. 
factory functional result as indicated by the amount 
of quadriceps scarring, volume of quadriceps mas 
and so forth. Youth is another determining factor. 
Moreover, the range of knee motion which exists 
prior to operation favors a more rapid and complete 
functional result. This in turn reflects the quality and 
integrity of the quadriceps mechanism. 

Lastly, the presence of a previous infection in or 
about the quadriceps muscle has a bearing on the 
final result, despite the fact that the infection may 
have been inactive over a number of years. It pro- 
duces intramuscular fibrosis as well as a binding of 
the quadriceps components to themselves as well as 
to the underlying femur. 
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Evaluation of a New Prefrontal 
Lobotomy Technic (Electrocautery)" 


Ww. §. WILLIAMS, M.D., and R. G. WALLING, M.D.,7 Galveston, Tex. 


Psychosurgery has found a place in the management of certain psychoses. The results 
with the use of a newer technic indicate that the undesirable side effects may be reduced. 


THE MODERN ERA OF TREATMENT of mental ill- 
ness by surgery began in 1935 with the work 
of Egas Moniz. The early stimulation of in- 
terest and exploration of its value in this 
country was largely due to the enthusiasm of 
Freeman and Watts. For the last twenty years 
a variety of uses have been proposed ranging 
from relief of pain in inoperable carcinoma 
to rendering chronically psychotic patients 
more cooperative in the large custodial men- 
tal hospitals. 


Within a short time after the introduction 
of this procedure attempts were begun to 
modify and improve the technic. These 
ranged from Moniz’s original method of re- 
moval of small cores of cortex through gyrec- 
tomy, topectomy and cortical undercutting, to 
the precise cauterization of areas of the thal- 
amus.'* Many different sites for operation 
were proposed and attempted including the 
frontal, parietal, occipital and temporal.? The 
methods which showed promise usually in- 
volved disruption of the frontothalamic radia- 
tions from the frontal cortex to the dorsal 
thalamic nuclei. 

In view of the suggested relationship of 
these tracts to emotion* 1! it would seem like- 
ly that a disruption of this connection would 
produce the result desired in lobotomy; that 
is to say, make the patients less emotionally 
reactive to their interpretations of events af- 
fecting them, less uncomfortable, and more 
able to tolerate living with and reacting to 
other people. Unfortunately, most of the 
methods utilized of necessity caused disrup- 
tion of large areas of the frontal lobes and 
produced typical and undesirable symptoms 
of frontal lobe damage.*""-14 To some investi- 


*Read before the Section on Neurology and Psychiatrv, 
Southern Medical Association, Forty-Ninth Annual Meeting, 
Houston, Tex., November 14-17, 1955. 

tFrom the Department of Neurology and Psychiatry, Uni- 
versity of Texas Medical Branch, Galveston, Tex. 


gators this has been a major failing of the 
technic and has caused the results to be some- 
what In 1951, Grantham! 
proposed a new method which he hoped 
would produce the same result with a frac- 
tional and less damaging lesion. In _ this 
technic a needle insulated everywhere except 
at the tip was placed in the ventromedial 
quadrant of the frontal lobes rostral to the 
anterior horn of the lateral ventricle, and a 
high frequency current was applied through 
this needle for a measured interval. He hoped 
to interrupt the frontothalamic connection by 
a localized cauterization of the fiber tract 
without other damage. This operation was 
originally used for relief of pain and the re- 
sults were very encouraging. McIntyre, May- 
field and McIntyre in 1954'* reported favor- 
able results when this procedure was used 
in carefully selected psychiatric patients. 


In 1953, Dr. S. R. Snodgrass of the Neuro- 
surgical Department of the University of 
Texas Medical Branch began using this 
technic with a few minor modifications. These 
were placing the center of the burr holes 2.5 
cm. from the midline rather than 1.5 to 2 cm., 
applying the current for 60 instead of 30 sec- 
onds and withdrawing the needle 12 milli- 
meters above the base of the brain instead of 
2 cm. as originally proposed. This paper is a 
report of the results in the patients operated 
upon by this method in 1953 and 1954. 


At the present time in psychiatric condi- 
tions prefrontal lobotomy is considered to be 
a last resort measure when all other thera- 
peutic attempts have failed, or when other 
treatments cannot be used because of com- 
plications.1*-1%.29 In general it is resorted to 
in an attempt to make a difficult situation 
slightly less difficult. When subjected to the 
exacting criteria of a therapeutic technic, it 
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has become a controversial question and to 
some investigators has proved disappoint- 
ing.!1-12,15,16,20-22 When considered as a method 
of improving an almost hopeless situation, it 
has shown promise as a means of returning 
people to the community from the custodial 
hospitals or making their commitment to 
these hospitals 


Method 


Our investigation was an attempt to eval- 
uate whether the prefrontal lobotomy by 
electrocautery has served the purpose of de- 
creasing the need for custodial care and has 
made it possible for the patient and the fam- 
ily to live together with less discomfort. We 
also wanted to compare the results of this 
procedure with results of the classical open 
technic of Lyerly. We limited our investiga- 
tion therefore to seven factors. These are: 
(1) clinical improvement in the hospital fol- 
lowing the operations; (2) changes in the 
amount of sedatives required during the re- 
mainder of the hospitalization; (3) hospital- 
ization for psychiatric treatment subsequent 
to operation; (4) hospitalization for custodial 
care; (5) changes in the level of social activ- 
ity; (6) changes in productivity; and (7) 
changes in behavior toward the family. It has 
been suggested that relief of anxiety and 
tension postoperatively is indicative of a good 
result.18 We felt that a decrease in need for 
sedation would be evidence of some diminu- 
tion in anxiety and tension. 


We gathered the information for the last 
five factors by a simple questionnaire. This 
information was ordinarily available from the 
patient’s psychiatrist since contact was usually 
maintained with the patient. There are a few 
cases, however, in which the questionnaire 
was mailed to the family and was completed 
by them. We defined social activity as contact 
with friends, church attendance, etc. We de- 
fined productivity as paid employment or 
responsibility for housework in the case of 
married women. 


Material 


The group studied is composed of all pa- 
tients admitted during the years 1953 and 
1954 to the University of Texas Medical 
Branch Hospitals and who had any type of 
prefrontal lobotomy performed during that 
admission. Of the 50 prefrontal lobotomy 
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operations during that period, 10 lobotomies 
had been done by an open technic and 49 
operations by the electrocautery procedure. 
Only 46 patients were involved, however, 
since one patient had had two lobotomies by 
the cautery technic, and three patients had 
had both procedures. In all three of these 
cases an operation by the open technic was 
done after the cautery procedure had proved 
to be ineffective in producing the desired re. 
sults. Three of the cautery operations were 
done for relief of intractable pain, in two 
patients due to neoplasm, the third in a 75 
year old female with trigeminal neuralgia. 
With those exceptions the operations were 
done for chronic psychiatric conditions on the 
recommendations of members of the Depart. 
ment of Neurology and Psychiatry of the Uni- 
versity of Texas Medical Branch. 


Some of these patients had been committed 
to state mental hospitals for custodial care 
and in almost all of the other cases the oper- 
ation was an attempt to avoid permanent 
commitment for custodial care. The average 
span of time from initial diagnosis to opera- 
tion was 10 years and the average time from 
operation to evaluation was 20.1 months the 
shortest being 7 months and the longest 30 
months. 


It is the impression of all of the profession- 
al personnel who had contact with these pa- 
tients that the undesirable symptoms of 
frontal lobe damage usually found following 
a prefrontal lobotomy were not present to 
any appreciable extent in patients operated 
on by the electrocautery technic. 


Chronic Brain Syndrome 


Of the 36 patients subjected to the cautery 
procedure for psychiatric indications there 
were 3 patients with chronic brain syndromes 
in whom the operation was an attempt to re- 
lieve anxiety, tension, and disturbed behavior. 
Two of these patients had not had previous 
shock therapy. One of these patients was 
slightly improved, one was unchanged and 
one was felt to be slightly worse. All con- 
tinued to require custodial care to some 
degree and none showed a decrease in use of 
sedatives. 


Schizo-Affective Reactions 


There were two patients with the diagnosis 
of schizo-affective reaction, both of whom had 
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remissions with shock treatment but had had 
repeated recurrences. Neither of these patients 
has required hospitalization subsequent to 
operation and both have continued to live at 
home. Both have shown an increase in social 
activity; one’s relations with the family is im- 
proved, the other is unchanged; but both do 
their own housework. 


Schizophrenic Reactions 


There were 21 patients with the diagnosis 
of schizophrenic reaction and these were pre- 
dominantly of the paranoid type. Ten of these 
had failed to show any improvement with 
shock treatment, one could not be given shock 
treatment for physical reasons, the rest had 
shown improvement but with repeated recur- 
rences. In one patient we were unable to ob- 
tain adequate information regarding the sub- 
sequent course and one had died in the in- 
terim due to dissecting aneurysm of the aorta. 
Ten of these patients have required hospital- 
ization at least once subsequent to the oper- 
ation and 4 are in custodial institutions at 
present. The level of productivity increased 
in 3, lessened in 3, and was unchanged in 13. 
Social activity increased in 10, diminished in 
5 and is unchanged in 4. Relations with the 
family are improved in 10, are unchanged in 
7 and are worse in only one. 


Psychotic Depressive Reactions 


There were 9 patients with psychotic de- 
pressive reactions. All of these patients had 
been treated previously with shock treatment. 
In one patient further shock treatment was 
contraindicated due to cardiac disease, the 
others had had repeated relapses after tem- 
porary symptomatic remissions. One of these 
patients died during the immediate post- 
operative period. Of the 8 remaining 2 have 
required hospitalization since the operation, 
one being in a custodial institution at present. 
Three of these people have had an increase 
in their productivity, 5 have not changed, and 
none have shown a decrease. Five have had 
an increase in social activity, one has not 
changed, 2 show decreased social activity. 
There are improved relationships to the fam- 
ily in 5, in one there is no change and 2 have 
poorer family relationships than before oper- 
ation. 


Obsessive Compulsive Reactions 


There was only one patient operated upon 
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by the electrocautery technic with a diagnosis 
of obsessive compulsive reaction, and_al- 
though there was a decrease in need for seda- 
tion while in the hospital the patient has 
shown less social activity and her relationship 
to the family is worse. She has required re- 
peated hospitalization. 


Mortality Rate and Postmortem Findings 


There were 2 deaths in the first 40 opera- 
tions which were directly related to surgery. 
The cause of death in both cases was massive 
hemorrhage in the operative site (Fig. 1). 
One death occurred 12 hours postoperatively, 
the other at 25 days. There was a third pa- 
tient who died from dissecting aneurysm of 
the aorta 29 days after operation. In this pa- 
tient examination of the brain showed the 
lesions to be in the expected location (Fig. 2). 
A preliminary analysis of the cytologic 
changes in the nucleus medialis dorsalis (pars 
parvocellularis) has been made by Dr. G. V. 
Russell of the Department of Anatomy of the 


FIG. 1 


(9939) Specimen from patient who died 25 days postopera- 
tive with hemorrhage in operative site. 
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(PM-9911) Specimen from patient who died 29 davs post- 
operative, showing lesions in the ventromedian quadrant 
produced by electrocautery. 


University of Texas Medical Branch.* The 
nuclei of the patient who died within the 
first postoperative day showed no changes as 


would be expected.?* Although no control 


*Cvtological studies supported by N.I.N.B. 
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figures exist for comparison there seemed to 
be some neuron loss in the nucleus medialis 
dorsalis (pars parvocellularis) of the other two 
cases. (PM 9911 and 9939). This was accom. 
panied by satellitosis and various degrees of 
chromatolysis in the remaining neurons, 
These changes were best seen in the patient 
(PM 9911) who lived 29 days after operation, 
The existence of residual neurons in the 
nucleus medialis dorsalis (pars parvocellu- 
laris) might be expected according to the re. 
ports of Powell?® and of Gonda and Mala- 
mud.*4 A definitive statement however of the 
degree of dissociation of the frontal cortex 
from its association nucleus in the thalamus 
by means of the Grantham procedure will 
require histologic examination of one or more 
cases with a survival time greater than two 
months. 


Discussion 


For the entire group of 35 patients treated 
by electrocautery, 28 were thought to be clin- 
ically improved and 7 showed no change. 


TABLE 1 


Factors Status 
Clinical impression Improved 
Unchanged 


Worse 
Total 


Need for sedation Decreased 


Same 
Increased 


Total 


Hospitalized for 
treatment 


Not necessary 
Necessary 


Total 


Hospitalized for 
custodial care 


Not necessary 
Necessary 


Total 


Productivity Increased 
Unchanged 


Decreased 
Total 


Social activity Increased 
Unchanged 


Decreased 
Total 


Behavior toward Improved 
family Unchanged 
Worse 


Total 


Operated upon by Operated upon by 
Electrocautery Open Technic 
No. % No. % 
28 80 8 80 
7 20 2 20 
35 100 10 100 
20 60 4 40 
15 40 6 60 
35 100 10 100 
17 51 5 50 
16 49 5 50 
33 100 10 100 
25 75 70 
8 25 30 
33 100 10 100 
6 18 3. 30 
24 72 5 
3 10 2 20 
33 “100 10 100 
18 54 7 7 
7 21 1 10 
8 25 2 20 
33 100 10 100 
17 51 6 60 
12 36 4 40 
4 13 


FIG 2 
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Over 50 per cent had less need for sedatives 
and none showed an increased need. Fifty 
per cent of the group have required hospital- 
ization tor psychiatric treatment but only 
half of these are in custodial institutions at 
present. Eighteen per cent are more pro- 
ductive while 10 per cent are less productive. 
Over 50 per cent have more social activity 
than they did preoperatively and 25 per cent 
have less social activity than before operation. 
Fifty per cent are better able to live com- 
fortably with the family and only 13 per cent 
have more difficulty in adjusting to the fam- 
ily. In the individual patients relief from 
anxiety as indicated by decreased need for 
sedatives postoperatively did not seem to be 
related to the over-all results of the operation. 

The sample of patients operated upon by 
the open technic was inadequate in number 
to furnish a reliable comparison. There 
seemed to be more improvement in adjust- 
ment to the family and in social activity than 
in the electrocautery group but when sub- 
jected to analysis these differences between 
the groups were not statistically significant. 
This finding may have been due to the small 
sample and there is a possibility of a real 
difference which we plan to investigate in 
the future with a larger number of patients 
operated upon by this technic. 

There were 3 patients who were operated 
upon by the open technic after the electro- 
cautery operation was judged to be unsuc- 
cessful. There was no greater improvement 
after operation by the open technic, and all 
3 of these patients are now in custodial hos- 
pitals. 

The results in this small group of patients 
strongly suggests that it will be possible to 
bring about approximately as much improve- 
ment by this fractional technic, without the 
distressing symptoms of frontal lobe damage 
which so frequently accompany the usual 
more extensive procedures, as with the open 
type of operation (Table 1). 


Summary and Conclusions 


1. The over-all results of this study in- 
dicate that it is possible for this procedure to 
lessen the need for custodial hospitalization 
and to improve the social and familial ad- 
justment of an appreciable percentage of 
otherwise almost hopeless cases. 


2. In this group of patients there did not 
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seem to be any statistically significant differ- 
ence between the two operations in the sev- 
eral factors evaluated. 


3. Grantham’s technic of prefrontal lobot- 
omy by electrocautery did not produce the 
undesirable symptoms of frontal lobe dam- 
age frequently found in patients operated on 
by the usual technic. 


4. In this group of patients decrease in 
anxiety and tension in the immediate post- 
operative period did not seem to be related 
to the later course of the patient. 


5. There is some histologic evidence that 
this procedure is capable of causing dissocia- 
tion of the frontal cortex from its association 
nucleus in the thalamus. 


6. Due to the small number of patients 
studied, these results should be regarded as 
tentative. 
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Discussion (Abstract) 


Dr. Frank J. Ayd, Jr., Baltimore, Md. 1 have a 
few remarks I would like to add to this presentation. 
Having had almost three years experience with the 
Grantham technic, I am convinced it is the best form 
of psychosurgery we have today for certain types of 
patients. 

This operation now has been done on over 500 
patients, the majority of them, of course, having been 
in the Louisville-Cincinnati area, by Dr. Grantham 
and Dr. Mayfield. We have done 47 on my private 
ambulatory patients. I reported on this last June at 
the Society of Biological Psychiatry. 

First, the remarkable thing about this operation 
is the rapidity with which you can determine whether 
or not any improvement is going to take place in the 
patient. I assume that Dr. Williams did his operations 
under a general anesthetic. We do ours under a local 
anesthetic. Most of the patients show within a few 
hours a definite striking change if they are going to 
improve. If they do not show that change we are con- 
vinced that within three days we will be able to say 
they have not improved and will not improve with 
the passage of time. 

An advantage over the Lyerly technic, or the trans- 
orbital lobotomy, which we did prior to the Grantham 
operation, is the fact that there are no convulsions post- 
operatively. There is no incontinence, nor any of the 
frontal lobe syndromes which are so frequently seen 
in the immediate postoperative period with other 
forms of psychosurgery. 


It is my conviction that this operation works best, 
not in the schizophrenic patient, but in two particular 
groups of patients for whom we have always had a 
great deal of difficulty in evolving a satisfactory 
method for treatment. The one is in the involutional 
anxious depression—the type of person who has been 
anxiety-ridden all his life, and then in the involu- 
tional period develops a depression which is notorious 
for its resistance to electroconvulsive therapy. This 
type of patient has a dramatic response to the Gran- 
tham operation. We have done about 30 of them and 
they have all made excellent recoveries without any 
personality changes. There have been some minor per- 
sonality changes in one or two patients, similar to 
those Dr. Snodgrass has reported, but, generally speak- 
ing, there have been no personality changes. As I 
said, there have been no convulsive seizures, nor have 
we had any fatalities in our series. 


It appears that the older patient is the one who 
responds best to this particular type of psychosurgery. 
All of the patients in our series were able to return 
to their homes and take up where they left off, if 
they were working they were able to return to work. 
A couple of them have been professional people, or 
teachers, one of them a Catholic nun who had a 
severe chronic anxiety neurosis which had been re- 
sistant to all types of treatment, and after a period 
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of not being able to teach for almost nine years, she 
has now been teaching two years with great success, 


There have been patients who did relapse after the 
first operation. Apparently what happens is that at 
the time of cauterization the edema gives one the 
impression that one has got the whole frontothalamic 
tract, but as healing takes place it is obvious all of 
the fibers were not destroyed. We have never resorted 
to the transorbital or Lyerly technic but have, in. 
stead, done a second operation, and in every case, 
with the exception of one schizophrenic patient, this 
has worked very well. 

Dr. McIntyre, who was my guest in Baltimore just 
recently, has now had a little over 200 patients who 
have had the Grantham operation, and his experience 
parallels mine very closely, in that in many cases 
when the initial operation does not work, a second 
cauterization is successful. The operation is relatively 
easy to do, I believe, compared to the Lyerly technic. 
Certainly from the standpoint of the patient and the 
psychiatrist, it is a desirable approach. We have been 
very satisfied with it and feel that it is a tremendous 
advance in the field of psychosurgery. 


Dr. L. J. West, Oklahoma City, Okla. It is always 
encouraging to psychiatrists to know that there are 
also theoretical differences among neurosurgeons and 
other experts on brain function. I distinctly remember 
Dr. J. F. Fulton’s Salmon lectures on the theoretical 
implications of information derived from _psychosur- 
gery, in which he specifically stated that the location 
of the lesion produced by the surgeon is critical, and 
he predicted that the Grantham technic, which was 
just beginning, would be the operation of the future. 
Within a few months, at the A.R.N.M.D. meeting, 
Dr. Paul Hoch, who had in his methodical way re- 
viewed all the information there was on the topic, 
stated that the chief factor affecting improvement is 
the total amount of brain damage that is produced, 
rather than its location in the prefrontal area. 

To an outsider, this schism of opinion has been 
very interesting to watch, because there were and are 
two distinct schools of thought. But if you come to 
a meeting like this one, the neurosurgeons never get 
up like psychiatrists do and say the other fellow is 
all wet. Each produces his number of cases to show 
that his theory is right, and then the meeting breaks 
up and everybody goes home. 

As three or four years have gone by, the body of 
data supporting the idea that the significant thing is 
the place where the lesion is located has certainly 
gained a lot of support. 

As these data have accumulated, it has become in- 
creasingly clear that those procedures which are the 
most successful by reason of placing the surgical 
lesion most precisely may also be the procedures 
which produce the least total damage. 

Now we know that many psychotic patients, in the 
days before psychosurgery, would improve dramatical- 
ly after surgical procedures in other parts of the body. 
I have often wondered if some day a neurosurgeon 1s 
going to give us a series of controls (and I say this 
in all humility) in which the head is opened up, the 
brain manipulated a little bit, and no lesions are 
made at all, and compare these with other series im 
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which any given psychosurgical procedure is offered, 
in order to see what the relative incidence of improve- 
ment and postoperative defect will be. 

Any procedure that can bring about an improve- 
ment in the patient’s psychopathology without merely 
masking one type of psychopathology by producing 
another kind—any such procedure that can be evolved 
—will certainly be of very great interest to all. 

Dr. Williams (Closing). In this presentation we are 
giving the follow-up results on patients who had a 
particular type of prefrontal lobotomy. The Gran- 
tham technic for location of the lesion is based on 
some rather theoretical concepts of the function of 
the central nervous system, but the reason for locating 
the lesion in this area, that is in the archipallium 
alone which presumably has to do more with the re- 
lationship of emotion to ideation, is because the 
lesion which involves the so-called neopallium, or 
the more lateral aspect of the frontal lobe, presum- 
ably is the lesion which produces frontal lobe symp- 
toms. 

This is not the only technic which has been used in 
making a fractional lesion and trying to keep the 
lesion in that area. There are any number of others, 
cortical undercutting, and so on. 
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As regards the initial improvement which takes 
place immediately after the operation, the experience 
we have had fits very well, I think, with the experi- 
ence of Dr. Ayd,—that is, that there is in almost all 
of these cases a rather dramatic improvement im- 
mediately after the operation, but within three or 
four weeks there is some recurrence of symptoms. We 
did not try to draw any conclusions about that. All we 
were considering here were the long-term results, after 
several months, or after a couple of years. Our ques- 
tion was, what is happening to these people now? 
Is their situation any better than it was prior to the 
operation? 

In the case of the classical open technic, I think a 
good many people have felt that although the patient 
was much more comfortable after the operation, the 
family was much more uncomfortable because of the 
behavior of the patient in the home. 


Our experience has been so varied, I would hesitate 
to say whether this is the operation of the future or 
not, but the advantage at this point seems to us to 
be that it will produce approximately as much im- 
provement as the classical open operation and does 
not produce the untoward symptoms which go along 
with that operation. 


One of the nicest things you can do, doctor, 


for an intern or resident friend is to give him a 


complimentary subscription to the Journal. See 


order form and special rate in this issue. 
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SINCE TRAUBE, in 1856, made the first clinical 
diagnosis of renal infarction, and Bartel, in 
1870, reported the first case of renal infarction 
due to renal artery thrombosis, these patho- 
logic states have been the subject of consider- 
able interest. In recent years much has been 
written to stir the clinician to a greater aware- 
ness of renal infarction and its clinical diag- 
nosis. The following is the first reported case 
of obstruction to both main renal arteries 
without aortic occlusion, diagnosed ante- 
mortem by the use of aortography. 


Case Report 


A 79 year old, colored woman was admitted to Jack- 
son Memorial Hospital on October 8, 1953, because of 
the sudden onset of dysphagia, increasing disorientation 
and stupor. There was a history of three cerebral 
vascular accidents in the previous six months. 


On September 6, 1953, she had been seen in the 
Emergency Room because of left lower quadrant ab- 
dominal pain, incontinence, pyrexia and vomiting. 
Examination at that time revealed an obese, somewhat 
confused, colored woman exhibiting a right hemiparesis 
and slight dysarthria. Temperature was 99.6° F., orally. 
The head and neck were essentially negative except 
for bilateral cataracts preventing adequate funduscopic 
examination. Some shotty, firm cervical adenopathy 
was present. A few moist rales were present at both lung 
bases. The heart was enlarged and the maximal cardiac 
impulse was in the sixth intercostal space in the an- 
terior axillary line. The aortic second sound was ac- 
centuated. The cardiac rhythm was grossly irregular 
at 120 per minute. There was a soft, blowing systolic 
murmur at the apex. Abdominal examination was non- 
contributory except for hyperactive peristalsis. There 
was no costovertebral tenderness. Rectal examination 
was negative. Pelvic examination revealed cervical 
erosion and moderate vaginal discharge. Neurologic 
examination showed a right hemiparesis, slight dys- 
arthria, normal deep and superficial reflexes and no 
pathologic reflexes. 


Radiologic examination of the chest demonstrated 


*From the Department of Medicine, University of Miami 
sp of Medicine and Jackson Memorial Hospital, Miami, 
a. 


Bilateral Renal Artery ‘Thrombosis 
Without Aortic Involvement 


HARVEY L. ATIN, M.D., and SOLOMON KANN, M.D.,* Miami, Fla. 


MARCH 1957 


an enlarged cardiac shadow, primarily left ventricular, 
hilar congestion and evidence of a pleuritic reaction at 
both costophrenic angles. An electrocardiogram re. 
vealed atrial fibrillation at the rate of 120 and non- 
specific myocardial disease. Spinal fluid revealed a 
cell count of one and a negative Kahn. Urinalysis was 
reported as light amber, acid, specify gravity 1.018, al- 
bumin 2 plus, no sugar or acetone, occasional hyaline 
and finely granular casts, pus and epithelial cells. 

The impression at the time was hypertensive cardio- 
vascular disease with atrial fibrillation, residua of a 
cerebral vascular accident and pneumonitis. The pa- 
tient was sent to a convalescent home on a digitaliza- 
tion regimen, hydration schedule, antibiotics and seda- 
tives. 

On September 30, 1953, she was seen in the Medical 
Clinic. The blood pressure was 220/140 and she still 
showed atrial fibrillation. Her neurologic status was 
unchanged and she was given an appointment to re- 
turn in one month. 


On October 8, readmission was necessary as the pa- 
tient became semicomatose. The only new informa- 
tion obtained at that time was that she had had hy- 
pertension for 10 to 20 years. Admission temperature 
was 101° F., rectally, pulse 90 with atrial fibrillation, 
blood pressure 220/110, respirations 20 and irregular. 
Additional findings on physical examination were 
pharyngeal hyperemia, evidence of dehydration, hyper- 
active deep reflexes on the left, no plantar reflexes, 
and only slight response to painful stimuli. On this 
admission the Kahn test was found to be 4 plus; a 
sickle cell preparation was negative. 


The impression on admission was that the patient 
was suffering from another cerebal vascular accident. 
A Foley catheter was inserted into the bladder and a 
Levine tube was passed into the stomach. One thou- 
sand cubic centimeters of 10 per cent Travert in dis- 
tilled water and 1,000 cc. of 10 per cent of Travert in 
saline were given through the Levine tube during 
the first 24 hours. Digitalis leaf 0.1 Gm. daily, and 
Combiotic twice daily were prescribed. After 24 hours 
no urine had been passed and the catheter was changed 
and irrigated. There was no change in her condition 
except that her temperature was now 99°. On October 
11, an electrocardiogram showed no change from that 
taken on September 6. Plain x-ray film of the ab- 
domen was suggestive of a stone in the region of the 
right renal pelvis. The patient had been receiving 
1,000 cc. of 15 per cent glucose in distilled water daily 
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TABLE 1 
BLOOD AND BIOCHEMICAL STUDIES 


COz 
WBC NPN (Vol %) 
18,550 50 
18,650 93 35.5 
135 25.8 
165 23.0 
12,200 
205 21.1 
10.7 
215 14.5 
190 
235 44.7 
29.6 
230 
mg. % 


Chlorides Sodium 


Potas- 
Phos 


sium 
(mg. %) (mEq/L) (mEq/L) phorus Calcium Creatinin 


520 128.5 


133.4 
126.8 
530 122.4 
530 120.1 
470 
470 


410 10.5 11.0 
mg. % mg. % mg. % mg. % 


via the Levine tube. The following day pitting edema 
was observed and more crepitant rales were audible at 
the lung bases posteriorly. Respiration became more 
labored. A cystoscopic examination was done and re- 
vealed bullous edema of the bladder wall, some cystitis, 
but the ureters were not visualized. 

On October 13, she received 750 cc. of 10 per cent 
glucose in water with 30 units of regular insulin and 
250 cc. of 5 per cent saline intravenously. She was also 
started on 25 mg. of testosterone intramuscularly three 
times weekly. Two days later the blood pressure was 
226/130 and the patient had remained anuric. The 
pitting edema was increasing. One thousand cubic 
centimeters of 10 per cent glucose continued to be 
given daily by Levine tube. On October 16 the blood 
pressure was varying between 150/110 and 210/110. 
Another lumbar puncture was done. The spinal fluid 
pressure was normal. The supernatant fluid was 
xanthochromic. There were 2 neutrophiles per cu. 
mm. and 990 red cells per cu. mm. Sugar was 137 mg. 
and the protein 63.2 mg. per 100 cc; the Kahn was 
negative, and the colloidal gold curve 0001100000. Se- 
rum sodium was 133.4 mEq./L. and potassium 5.6 
mEq./L. (Table 1). 

Retrograde pyelograms were done. Both ureters 
were easily catheterized and pyelograms revealed nor- 
mal pyelographic anatomy (Fig. 1). Calcification pres- 
ent on the flat film of abdomen was now felt to repre- 
sent a gallstone. The anuria was thought to be due 
to either: (1) lower nephron nephrosis; (2) renal 
artery occlusion due to bilateral renal artery throm- 
bosis or embolism; (3) unilateral occlusion with reflex 
shut-down of the other kidney; or (4) dissecting 
aneurysm of the aorta involving both renal arteries. 


On October 17, many bubbling rales were present at 
the lung bases. Rectal temperature was 99° F. The 
edema continued to increase and respirations con- 
tinued to be labored. The degree of coma increased 
and there was no longer any response to painful stim- 
uli. Approximately 5 cc. of amber fluid was obtained 
for the first time from the catheter and was reported 
by the laboratory as slightly alkaline, and showing 4 
plus albumin, no sugar or acetone, much blood, many 
pus cells with clumps, and a few bacteria. Although 
the exact nature of this fluid was not determined, it 
was felt that it was probably not urine because of its 
alkalinity in the presence of a COz combining power 


in the acid range. On October 19, her status remained 
unchanged and she continued to be maintained on 
a 1,000 cc. of 10 per cent dextrose in water by Levine 
tube daily. Three cubic centimeters of yellow fluid 
were being passed by catheter daily. In the next 24 
hours her status remained unchanged. A 20 gauge 
needle was placed in the subcutaneous tissue of the 
ankle in an attempt to obtain fluid for chemical 
studies. In approximately one hour 8 cc. of this 
edema fluid was obtained and sent to the laboratory 
along with a specimen of blood. The N.P.N. content of 
the edema fluid was 256 mg. and chloride 556 mg. 


FIG. 1 


Normal retrograde pyelogram. 
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per 100 cc. Approximately 3 cc. of fluid was obtained 
from the catheter and the chloride determination on 
this fluid was 388 mg. per 100 cc. 

On October 22, eight 20 gauge needles were inserted 
into the subcutaneous tissue in an attempt to remove 
some of the excess body fluid. The patient was again 
given NPH insulin 10 units daily and given 25 Gm. 
of sodium bicarbonate in five divided doses, six hours 
apart. By the next day, 250 cc. of subcutaneous fluid 
had been obtained. Chemical analysis of this fluid 
was as follows: reaction alkaline, specific gravity 1.010, 
albumin 4 plus, acetone | plus, sugar negative, RBC’s 
40 to 50 per high power field, sodium 120.1 mEq./L.., 
potassium 6.6 mEq./L., CO, combining power 16.4 
vols., and protein content 1.12 Gm. per 100 cc. An at- 
tempt was made to pass a Harris tube into the small 
intestine in an effort to use intestinal irrigation tech- 
nic, but this was unsuccessful. The following day 5 cc. 
of catheter fluid and 200 cc. of subcutaneous fluid had 
been obtained. Regurgitation of large amounts of 
blood, vomitus and frequent liquid stools were noted. 
The edema of the face, trunk and extremities contin- 
ued to increase. 


Because of the presumptive diagnosis of renal artery 
occlusion, aortograms, using the lumbar approach were 
made. The aorta was seen to be patent throughout 
but no renal artery was visualized on either side (Fig. 
2). The working diagnosis at this time was bilateral 
renal artery occlusion in the presence of a patent 
aorta. An ECG on October 25 was reported as exhib- 
iting no evidence of electrolyte imbalance. A first de- 
gree A. V. block was present. The blood pressure was 
now 170/80. Catheter drainage was 13 cc. and sub- 


FIG. 2 


Translumbar aortogram revealing patent aorta but no vis- 
ualization of the renal artery on either side. 


MARCH 1957 


Photograph of the opened aorta, the renal arteries and the 
exterior of both kidneys. The 4 cm. thrombus in the left 
renal artery and the 1 cm. thrombus at the ostium of the 
right renal artery are clearly seen. 


cutaneous drainage was 150 cc. The catheter drain- 
age was reported as alkaline, specific gravity 1.006, 
albumin 4 plus, negative for sugar and acetone, 20 to 
40 red cells per high power field, and bacteria 3 plus. 
A total of 60 Gm. of sodium bicarbonate was given 
over a three day period. Because of the low serum 
calcium, 60 cc. of 10 per cent calcium lactate was ad- 
ministered. The blood pressure was now 190/70. 
Catheter drainage produced 10 cc. and subcutaneous 
drainage 200 cc. of fluid. The laboratory report on the 
catheter drainage was as before. One thousand cubic 
centimeters of 10 per cent Travert in distilled water 
was given intravenously daily. 

On October 27 her condition remained unchanged. 
The blood pressure was 180/70, the pulse 78, and treat- 
ment was continued, consisting of NPH insulin, 10 
units daily, digitalis leaf, 0.1 Gm. daily, testosterone, 
25 mg. intramuscularly three times weekly, Combiotic, 
one-half strength, twice daily, and calcium lactate, 10 
per cent solution, 20 cc. daily. In the next 24 hours 
the blood pressure dropped to 118/80. The ECG find- 
ings remained the same, the temperature was normal, 
the respiratory rate remained at 24. The patient con- 
tinued to have one to two soft yellow stools daily. 
She was given 9 Gm. of sodium chloride by Levine 
tube. Total fluid output in the form of subcutaneous 
fluid and catheter drainage was 9 cc. The following 
day the patient expired. 


Postmortem Examination 


The gross anatomic diagnosis was thrombosis of both 
renal arteries and of the left renal vein, contracted left 
kidney, infarcts of both kidneys, thrombosis of the 
smaller branches of the pulmonary arteries, severe 
cerebral arteriosclerosis, cystic degeneration of the left 
frontal lobe and anterior portion of the left internal 
capsule, cirrhosis of the liver, and cholelithiasis. The 
more pertinent gross findings were as follow. 

There was no fluid in either pleural cavity. The 
surface of the lungs was smooth, shiny, and greyish 
with anthracotic markings. The pulmonary artery 
contained no thrombus, but in the medium sized 
branches of the pulmonary tree, thrombi were present, 
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Photograph of both kidneys on section. 


partially occluding the lumen. They had lines of Zahn 
and appeared to be commencing organization. The 
cut surfaces of the lungs were slightly edematous but 
showed no congestion. The right lung weighed 340 
Gm., the left 290 Gm. The heart weighed 300 Gm. 
The muscle was flabby and had a pale brownish-red 
color, the left ventricle was 1 cm. and the right was 
0.4 cm. in thickness; no scars were seen. The coronary 
ostia were widely patent and throughout their course 
the vessels showed only minimal arteriosclerosis. The 
foramen ovale was closed; no thrombi were present in 
the auricles. The pericardial surfaces showed no ab- 
normalities. 

The abdominal aorta was severely atheromatous. 
No thrombi were present in the lumen. The ostium 
of each renal artery was occluded by a thrombus 
which was approximately 1 cm. in length on the right 
and 4 cm. on the left. The left kidney was much 
smaller than the right and weighed 50 Gm., the right 
115 Gm. (Fig. 3). In addition, the left renal vein was 
greatly dilated and filled with an organizing thrombus 
firmly adherent to the wall. All the thrombi seen in 
this case were adherent to the wall. The capsule of 
the left kidney stripped with some difficulty, revealing 
at the upper pole, a cyst containing clear fluid, having 
a thin wall and measuring about 2 cm. in diameter. 
The surface of the kidney anteriorly was finely granu- 
lar and yellowish-brown. From this arose several is- 
lands of darker, softer tissue about 1 or 2 cm. in 
diameter. On section, the cortex was poorly differen- 
tiated from the medulla and was very pale. The 
papillae were almost yellow. The pelves and the 
ureters were normal. Other sections showed that the 
kidney parenchyma in some areas was yellow with an 
indistinct margin between it and the surviving tissue. 
The right kidney had a capsule which stripped with 
greater ease revealing a finely granular surface with 
one single rounded area, 1.5 cm. in diameter, which 
was yellow and sharply demarcated. On section, the 
cortex was well differentiated from the medulla, but 
several of the renal pyramids were a homogeneous yel- 
low surrounded by a zone of congestion. Pelves and 
ureters on this side were normal (Fig. 4). 
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Microscopic Examination 


The microscopic pathologic diagnosis was thrombosis 
of both renal arteries with infarcts of both kidneys, 
thrombosis of the smaller pulmonary arteries, conges- 
tion of the lungs, bronchitis, severe atheroma of the 
thoracic and abdominal aorta, thrombosis of the left 
renal vein, marked arteriosclerosis of the right renal 
artery, nodular hyperplasia of the liver, small area of 
focal necrosis in one adrenal gland, acute necrotizing 
pancreatitis, congestion of the spleen, severe cerebral 
arteriosclerosis with cystic degeneration of the left 
frontal lobe and anterior portion of the left internal 
capsule, cerebral arteriosclerosis with cystic degenera- 
tion of the left frontal lobe and anterior part of the 
left internal capsule, adenomyosis uteri and_ cystic 
atrophy of the endometrium. The more pertinent 
microscopic findings are described in more detail. 

There were organized thrombi partly adherent to 
the large pulmonary arteries which showed no inflam- 
matory reaction. The thrombi were then covered by 
a thin zone of connective tissue or endothelium. The 
lung tissue was congested and the alveoli contained a 
few red blood cells. The main bronchi contained 
mucoid material with some polymorphonuclear cells 
and lymphocytes. In one area granular material, pig- 
ment-laden macrophages, and thickened alveolar walls 
were seen. Early metaplasia was noted in the tracheal 
epithelium. The heart revealed slight subendocardial 
patchy fibrosis. The coronary arteries were normal. 
The aorta showed severe atheroma with calcification 
and cholesterol deposits. The lumen of the left renal 
artery was obliterated by a fairly recent thrombus 
while the vessel wall was thickened by arteriosclerotic 
changes (Fig. 5). Examination of the kidneys revealed 
large areas of what appeared to be normal kidney 
surrounded by numerous areas of almost complete loss 
of structure. Ghost outlines of glomeruli and tubules 


Photomicrograph of left renal artery revealing the wall 
thickened by arteriosclerotic changes and a fairly recent 
thrombus obliterating the lumen. 
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remained both in the cortex and in the medulla. 
Small hemorrhages were seen. Elsewhere there were 
scanty hyaline glomeruli. 


Comment 


It is not the purpose of this discussion to 
elucidate on renal infarction and its complex- 
ities for there are numerous excellent papers 
on this subject, of which Regan and Crab- 
tree’s' excellent work is but one. We should, 
however, like to call attention to certain in- 
teresting observations that can be made in 
this case. It is worthwhile speculating as to 
when the thrombosis first occurred. Many 
writers, of which Barney and Mintz? were the 
earliest, have commented on the frequency 
with which this condition presents as an acute 
abdomen. We are therefore inclined to be- 
lieve that this patient’s visit to the Emergency 
Room with nonspecific left lower quadrant 
pain one month prior to admission was the 
onset of a fatal pathologic process that re- 
sulted in her death. 


Throughout the literature one can find 
many cases of thrombosis of the smaller 
branches of the renal arterial tree in patients 
with well marked arteriosclerotic and throm- 
botic disease such as this patient had. The 
finding, however, of two small thrombi oc- 
cluding the ostia of both renal arteries is one 
well worth examining closely. The occlusion 
of both main arteries, which we may presume 
to have been the cause of this patient’s anuria, 
would be expected to produce more or less 
complete infarction of both kidneys. Although 
there were infarcts in both kidneys, the total 
destruction of tissue expected did not occur. 
Yuile,? Bauer and Forbes‘ have mentioned 
this phenomenon in discussing unilateral renal 
artery obstruction and even implicated this 
obstruction in protecting the involved kidney 
from the deleterious effects of the induced 
hypertension created by the “Goldblatt mech- 
anism.” An explanation for this should be at- 
tempted since we know by aortography that 
adequate time elapsed for infarction to occur. 
No recanalization took place so any explana- 
tion along this line cannot be accepted. It is 
our opinion, therefore, that kidney infarction 
on a large scale was prevented by blood from 
anastomotic channels such as the lumbar, ure- 
teral, ovarian, and capsular vessels. The blood 
supply was adequate for maintenance of a 
relatively normal anatomy but inadequate to 
maintain normal physiologic processes. The 
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existence of such channels was demonstrated 
by Loomis and _ Jett-Jackson.® 

To duplicate Goldblatt’s experiment? clin. 
ically one must have marked but incomplete 
obstruction to one or both renal arteries. This 
case lacks, at least terminally, the element of 
incomplete obstruction necessary to duplicate 
this experiment although we feel that some 
blood entered the renal parenchyma. Evidence 
indicates that this did not arrive by way of 
the main renal arteries. Thus it does not ap- 
pear surprising to find no further rise in blood 
pressure throughout the course of the patient's 
illness. In fact, a fall in blood pressure oc- 
curred terminally. Nevertheless, it should be 
explained that hypertension can arise clin- 
ically following incomplete obstruction of the 
renal arteries by thrombus formation as shown 
by a recent case reported by Hussar and Born- 
stein.* 

The postmortem findings of bilateral renal 
artery thrombosis, thrombosis of the pulmon- 
ary arterial tree, thrombosis of the left renal 
vein, acute necrotizing pancreatitis, focal ne- 
crosis in the adrenals and cystic degeneration 
in the brain associated with severe generalized 
arteriosclerosis is further proof that this pa- 
tient suffered from a generalized systemic dis- 
ease which Wolffe’ has called “atherothrom- 
bosis.”” 

Another interesting aspect to this case is the 
time interval between complete anuria and 
exodus. This patient lived 21 days with com- 
plete anuria on what may be termed conserva- 
tive management. We did, however, use an 
out-dated form of therapy which some in this 
day, might consider drastic,—that is, the use 
of gravity drainage of interstitial fluid through 
20 guage needles placed in the subcutaneous 
tissue. It is interesting to reflect about the 
effect this procedure had on this patient and 
whether her life was prolonged by its use. 
We feel, if any effect was produced by this 
procedure, it was slight. Furthermore, this 
period of anuria is not to be considered re- 
markable in view of cases reported in the older 
literature,® of patients living three to four 
weeks after renal failure with only conserva- 
tive treatment. In recent years!!! patients 
have lived even longer with the use of the artl- 
ficial kidney, peritoneal dialysis, and intestinal 
irrigation. This case testifies to the ability of 
the human body to withstand even the severest 
degree of renal failure on a conservative and 
symptomatic regimen of therapy.’*""* 
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At this time, when so much is being written 
about the diagnosis of renal infarction, we 
feel that this case should impress urologists, 
radiologists and internists with the ever in- 
creasing usefulness of aortography. Santos, 
Lamas, and Caldas, the pioneers in this field 
had done 2,000 of these procedures by 1952, 
yet is was not until that year that Nelson, in 
this country, came out with his preliminary 
report of 73 cases. During the past decade, its 
usefulness in the diagnosis of renal disease has 
been reiterated time and time again. As re- 
cently as 1947, Goodyear and Beard!* felt that 
this procedure was “too formidable to be of 
general use,” yet Harvard,'? Smith,!§ and oth- 
ers have since indicated, that the mortality as- 
sociated with this procedure, when carefully 
done, is nil. Therefore, it appears merely a 
matter of time before angiography takes its 
rightful place in the diagnosis of renal disease. 


Summary 


A case of thrombosis of both main renal 
arteries without aortic occlusion, and asso- 
ciated with anuria for 21 days, is presented. 
A short discussion of the interesting highlights 
of this case with reference to clinical diagnosis 
and pathological findings is included. 

The authors wish to express their appreciation to 
Dr. F. Stewart of the Department of Medicine, and the 
Departments of Urology, Radiology and Pathology of 


Jackson Memorial Hospital who were of invaluable 
aid in evaluating this problem. 
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Concerning Some Physiologic 


Responses to a Succinylcholine 


Chloride Antagonist: A Report with 
Specific Reference to BW51-212* 


FREDERICK A. CARPENTER, M.D., and WILLIAM H. GALVIN, M.D.,+ 


Emory University, Ga. 


The use of muscle relaxants may be accompanied by respiratory complications because of 
lessened pulmonary ventilation. As a result antagonists may be helpful aids. 


During Avucust oF 1955 it was decided to 
determine how others felt about an antag- 
onist to succinylcholine. A questionnaire was 
sent to the department heads of 80 medical 
centers throughout the United States. Almost 
64 per cent returned completed question- 
naires. 

Although 26 departments have experienced 
cases of prolonged apneas, 32 answered “yes” 
to the question on the desirability of an 
antagonist. Perhaps some were anticipating 
difficulty and would like to have a commer- 
cially available and relatively safe antagonist 
to succinylcholine even though no difficulty 
had yet been experienced. 

Twenty-six departments reported 113 cases 
of “prolonged primary apnea” (does not in- 
clude prolonged inadequate ventilatory cases) 
due to succinylcholine over a variable length 
of time and frequency of use. Several depart- 
ments had not tabulated their cases and did 
not care to mention a figure. Of those report- 
ing a certain number of cases, several reported 
in phrasing similar to “at least so many cases.” 
This is an indication of the possibility that 
the reported cases are the minimum and if 
more fully investigated the total would be 
somewhat higher. 


It is evident from answers to question 


*Read before the Section on Anesthesiology, Southern Medi- 
cal Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 

+From the Department of Anesthesiology, Emory University 
School of Medicine, Emory University, Ga. 

Dr. Carpenter is now at the University of Texas, M. D. 
Anderson Hospital and Tumor Institute, Houston, Tex. 


Number 2 of Part 1 (Table 1) that many 
anesthesiologists have reservations about an 
antagonist even though they would like to 
have one commercially available. With this 
thinking I agree. The drug should be rela- 
tively free of side effects and be able to re. 
verse the depolarizing effect of succinylcholine 
rapidly. 

There were several other questions asked 
but not tabulated at this time. 


There is a general agreement that proper 
technics in the use of succinyl obviates the 
need for an antagonist.!. With this we can 


TABLE 1 


SUMMARY OF ANSWERS TO QUESTIONNAIRE ON 
SUCCINYLCHOLINE CHLORIDE ANTAGONIST 


Part I 


. Would you like to have an antagonist 
to “succinyl” commercially available? 


. Do you think that such a drug would 
be dangerous if so available? 
(Indiscriminate usage and use in Depends 
untrained hands.) No answer 


Total 


Part Il 


. Have you experienced any prolonged Yes 
“primary” succinyl apneas? No 
No answer 


Total 
2. How many? 113 
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agree only partly as far as prolonged apnea 
due to overdose is concerned. It cannot be 
denied that the problem of prolonged apnea 
and inadequate ventilation exists. Davis! re- 
cently gave sixteen references concerning this 
problem and there are many others. On oc- 
casion, actual overdosage is a problem despite 
good technic, and on these occasions we be- 
lieve a relatively safe antagonist properly 
used would be valuable. There are still two 
other occasions in which an antagonist might 
be of some value. The first concerns the 
case of individuals who are either very “sensi- 
tive’ to the action of succinyl, or cannot 
destroy it except over a prolonged period, 
even in very small doses. The second concerns 
those individuals who, although not apneic 
at the close of the operation, do not have 
sufficient tidal volume or alveolar volume for 
prolonged periods. Neither the true mech- 
anism of action, the fate of succinyl, nor the 
cause of prolonged action has been settled.! 
However, the theories generally accepted can 
be found elsewhere.1* Even if one accepts 
the reasons given for prolonged action, the 
fact remains that occasionally an undesired 
prolonged action occurs. Whether or not the 
commercial production of a relatively safe 
antagonist to succinylcholine is desirable is 
obviously debatable. Our department is in- 
clined to answer in the affirmative with the 
majority of those answering the question. 

In March of 1955, it was decided to do 
further work in the laboratory and clinically 
on a drug known as BW51-212, produced by 
Burroughs Wellcome & Company, Inc. The 
drug is N-Benzhydryl-N’-Methylethyl-pipera- 
zinium Chloride. This drug was studied by 
Ellis’ and others. They presented it as part 
of the scientific exhibits at the American So- 
ciety of Anesthesiologists meeting and the 
New York Postgraduate Assembly in Anes- 
thesiology in late 1953. 


Pharmacologic Aspects 


The theoretical basis for modifying suc- 
cinylcholine action was well stated by Ellis, 
Wnuck, and deBeer.' Since succinylcholine 
acts like an excess of acetylcholine, producing 
neuromuscular blockade by persistent de- 
polarization, the intensity of its action is in- 
fluenced by two factors. 


1. Those factors related to changes in 
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the amount of depolarizing substance,—suc- 
cinylcholine and acetylcholine. It is postu- 
lated that reduction in the amount of suc- 
cinylcholine reaching the myoneural junction 
will reduce the intensity of succinyl, or in- 
creased destruction of acetylcholine released 
at the myoneural junction will reduce in- 
tensity of the succinylcholine response. (It is 
known that plasma cholinesterase lessens suc- 
cinyl effectiveness.)® 

2. Those factors related to modifying re- 
sponsiveness to acetylcholine,—acetylcholine 
has both a muscarine-like and nicotine-like 
action. It is the latter action in which we are 
interested. Both succinyl and acetylcholine 
depend on this action for effectiveness and an 
antagonist must be aimed at the blockade of 
the nicotine-like action. 

There are several means of carrying out the 
above suggestions. First, the most obvious 
and clinically used method is that of titrat- 
ing the amount of succinyl against the de- 
sired result. This results in the smallest 
amount of succinyl reaching the nerve end- 
ings compatible with effective doses. In cases 
where this has not or cannot be done and a 
relative overdose occurs, the attack usually 
taken is a passive one. Assisted or controlled 
respiration is continued for a relatively short 
time until adequate ventilation returns. If, 
however, apnea or prolonged inadequate ven- 
tilation persists, fresh whole blood or the 
less frequently used plasma cholinesterase can 
be given usually with satisfactory results. 
Neither fresh whole blood nor the esterase 
are always available. Often they are not. 
The usual treatment then is continued as- 
sisted or controlled respiration which may 
need to be continued for several hours. To say 
the least this is quite an annoying situation. 
At this time the anesthesiologist might well 
appreciate a safe and effective antagonist to 
diacetylcholine or succinylmonocholine. Of 
course, it is emphasized that apnea or inade- 
quate ventilation is not always properly as- 
signed to succinyl but may be due to it plus 
several other factors, or due to other factors 
altogether. It is assumed that the other fac- 
tors will be eliminated or assigned a lesser 
causative role before an antagonist is given.! 
Ellis’ found that BW51-212 antagonized and 
protected against the effect of succinyl on 


the cat gastroenemius preparation as did 


compound 883F and hexamethonium. The 
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doses used were 0.05 mg. per Kg. (succinyl), 
1 mg. per Kg. (BW51-212), and 0.1 mg. 
per Kg. (succinyl), 2 mg. per Kg. (BW51- 
212),—a 20 to 1 ratio in each case. Ellis® also 
found that BW51-212 antagonized the nico- 
tine-like action of acetylcholine (arterial 
blood pressure response in the atropinized 
cat). BW51-212 was found to be five times 
as potent as 883F, both prophylactically and 
as a restorative. 

Other laboratory work on BW51-212 done 
in Wellcome Research Laboratories looked 
promising. Clinical work, however, was al- 
most nil. The authors could find no pub- 
lished papers concerning clinical observa- 
tions on the antagonist. By personal com- 
munication with Colvin® it was found that 
there were only two cases in which the drug 
had been used. In both it was unsuccessful, 
but according to the letters concerning the 
cases there were so many other factors in- 
volved with the prolonged apnea and inade- 
quate respiration that the drug could hardly 
be called a failure. It is interesting to note 
that the use of cholinesterase was also unsuc- 
cessful. 


From personal contacts and correspondence 
with the manufacturer and others,® it was 
determined that this drug had been aban- 
doned as an antagonist to succinylcholine be- 
cause of the feeling that it was not needed. 
No very good evidence could be found to 
support this attitude. The desirability of 
commercial availability has already been dis- 
cussed. 


Studies with BW51-212 


About nine months ago, with little basis on 
which to proceed, a study concerning the 
antagonistic action and the side effects of 
BW51-212 was begun. The study included 
the effect in 30 dogs and a few clinical trials. 


First, the neuromuscular blocking action 
of succinylcholine alone was confirmed. The 
action and side effects of BW51-212 (alone) 
were investigated. Finally, the antagonistic 
action and the side effects of the two drugs 
together were determined. 


The technics have been kept as simple as 
possible. A kymographic record was kept on 
all animals. The anterior tibial muscle of the 
dog was stimulated by a graded electrical 
stimulus recurring every six seconds upon 
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the appropriate nerve. In some cases a te 
tanic stimulus of 20 seconds in duration was 
used. All animals were intubated and 109 
per cent oxygen was insufflated in low flow 
rates (two to three liters per minute) unles 
assisted or controlled artificial ventilation 
was needed. 

Since many experiments were repetitious, 
some similar ones will be omitted. Kymo. 
graphic responses to muscle stimulation are 
often misleading to the unaided eye. For 
that reason a planimeter was used to measure 
the black area on the kymograph. This area 
represented a quantity of leg muscle relax. 
ation or lack of response to a given electrical 
stimulus to the anterior tibial nerve. All ani- 
mals acted as their own control. For any 
given animal, an adequate response of muscle 
relaxation to a given dose of succinylcholine 
given intravenously was designated as a “1X” 
dose. in that way, the antagonistic drug 
could be given in multiples and later tabula- 
tion and understanding of doses was facili- 
tated. 


According to Espinosa’ the response level 
to doses of succinylcholine is semilogarithmic. 
The effect can be fairly well correlated with 
the calculated response. We found this to be 
true. The planimeter responses to repeated 
equal doses of succinylcholine was, although 
variable, within tolerated limits. Succinylcho- 
line then, when given alone, did not appear 
to be cumulative so long as the muscle was 
allowed to return to a normal control re- 
sponse. 

It appeared that the effect of BW51-212 
given alone in repeated doses caused no in- 
hibition of the leg muscle whatsoever up to 
12.75 mg. per Kg. At 22.75 mg. per Kg. the 
intensity of muscle response was not de- 
creased but fatiguing resulted. However, in 
some cases the control dose response to suc 
cinylcholine alone was at times much greater, 
or much less, than to that same dose given 
after a series of antagonist doses. This sug- 
gested that BW51-212 has both cumulative 
potentiating or antagonistic effects depend- 
ing on the doses given. In reasonable doses, 
that is to say doses which antagonized a con 
trol dose of succinyl, there were no untoward 
side effects even when repeatedly given. Even 
in repeated high single doses, BW51-212 
(alone) had minimal effect on blood pres 
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sure, pulse, ventilation and the EKG. The 
same was true of continuous intravenous in- 
fusion. However, in carrying the dose to 
levels which finally cause death, it was found 
that ventilatory movement suddenly failed 
first, followed rapidly by a severe drop in 
blood pressure and tachycardia. No arrhy- 
thmias were seen except those associated with 
hypoxia in the final episode. When a near 
apneic dose of BW51-212 was given, the 
blood pressure, of course, rises but is not re- 
duced with artificial ventilation with 100 
per cent oxygen. It is interesting to note 
that with high doses, minor drops in blood 
pressure were corrected with a vasopressor. 
As was expected, picrotoxin did not influence 
the ventilatory pattern. For reasons un- 
known to us, at one point where the ventila- 
tion pattern began to fail and did not re- 
spond to assisted artificial ventilation with 
oxygen, it spontaneously returned without 
further “aid” over four minutes after intra- 
venous doses of picrotoxin. To ascribe this 
to the action of picrotoxin seems implausible. 
When this situation arose a second time in 
the same dog ventilation failed to return at 
all. Artificial ventilation with 100 per cent 
oxygen, given intermittently during begin- 
ning respiratory failure, caused further de- 
pression of the ventilation pattern, indirectly 
indicating that the respiratory drive may have 
been an hypoxic one. However, prior to late 
ventilatory failure, the kymographic record- 
ing of chest movement does not indicate lack 
of ventilation and was equal or better than 
the control ventilatory pattern. No studies 
have been done of oxygen saturation of 
carbon dioxide content. It must be remem- 
bered that the side effects mentioned were 
only observed with high doses of BW51-212. 
During the period of side effects the leg 
muscle response was always as great in inten- 
sity as during the control period, but fa- 
tiguing began to occur at this time. Leg 
muscle response was quite good even when the 
chest muscles were not functioning. Possibly 
the antagonist affects the diaphragm and 
thoracic muscles to a greater degree, or that 
the respiratory failure is central in origin. 
The fact that assisted ventilation with 100 
per cent oxygen did not restore the blood 
pressure, and the fact that ventilatory pattern 
always decreased suddenly after a given dose 
of BW51-212 or at times not at all, may indi- 
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cate that the sudden circulatory failure was 
not on an hypoxic basis and so, too, may have 
been central in origin. (Other sites of action, 
of course are also possible.) 


One further study was made concerning 
the ganglionic blocking activity as outlined 
by Morrison. At increasing levels of dosage 
the blood pressure response to carotid oc- 
clusion and intravenous injection of a nico- 
tine-like dose of acetylcholine appeared to 
show definite ganglionic blocking activity at 
high doses. 

In low single doses BW51-212 almost reg- 
ularly antagonized single control doses of 
succinyl chloride. In some cases, however, 
where succinyl had been given repeatedly, 
and been repeatedly antagonized with BW51- 
212, after so long a time, there appeared to 
be a potentiating effect of BW51-212, espe- 
cially if the doses were increased. Upon 
further investigation of a tabulation of re- 
sults it became apparent that antagonism or 
potentiation could not be predicted on dose 
levels. 


Potentiation of succinylcholine by BW5l- 
212 occurred 9 times and antagonism 22 
times in 10 experiments with no particular 
regularity in dose pattern. Table 2 shows 
9 instances of potentiation and 7 cases of 
antagonism at various, though somewhat sim- 
ilar, dose levels and ratios. Such variability 
in response cannot be tolerated in an effec- 
tive antagonist. 


TABLE 2 


TOTAL PREVIOUS DOSES OF SUCCINYL AND BW51-212 
AT WHICH POTENTIATION OCCURRED COMPARED 
WITH EXPERIMENTS IN WHICH ANTAGONISM 
OCCURRED AT SIMILAR DOSES 


Single X Response Total 51-212 meg./Keg. 

Dose Ratio Dose mg./Kg. (Total) 

BW51- Ratio Succinyl 

212:SC 
2:1 50% Antagonism 7:9 -164 214 
14% Potentiation 5:55 -200 218 
4:1 2% Potentiation 9:6.5 -360 -258 
4:1 100% Potentiation 4:13 -259 -080 
20:1 7% Potentiation 24:10 -408 -200 
20:1 50% Potentiation 24:12 .360 175 
20:1 14% Potentiation  84:5.5 1.68 113 
20:1 96% Antagonism 84:4 1.26 060 
20:1 53% Antagonism 84:5.5 1.26 -080 
30:1 Complete Paralysis 114:6.5 2.28 -133 
for 2 Minutes 

30:1 100% Antagonism 228:9 2.28 -090 
30:1 82% Antagonism 114:5 1.71 .075 
30:1 14% Antagonism 114:6.5 1.71 .095 
40:1 25% Potentiation 154:6 2.31 -090 
50:1 Complete Paralysis 175:11 3.150 -195 
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Since responses to drugs vary in different 
species, and since BW51-212 antagonized suc- 
cinyl in the majority of cases, it was decided 
to use the drug clinically in a few patients. 


The first two patients resembled those 
previously mentioned in whom too many 
complicating factors were involved to classify 
the drug as unsuccessful even though this was 
the case. 


The third patient was a 27 year old white 
woman with an essentially negative history 
and physical examination, and with normal 
routine laboratory studies. The operative 
procedure consisted of removing a neuroma 
on her toe. The operation lasted 15 minutes. 
The “anesthetic” time was in excess of six 
hours. The premedication was not unusual. 
The patient was induced with Surital, 250 
mg. followed by 0.2 per cent Anectine, brand 
of succinylcholine, in an intravenous drip. 
The patient was given no more barbiturate. 
She was carried on nitrous oxide-oxygen 
(3:1) and manually controlled ventilation by 
mask. Two hundred mg. of Anectine were 
given in total. The entire anesthetic period 
was smooth. Only one unusual event oc- 
curred. The patient was completely flaccid 
and continued to be so for many hours. This 
same situation has arisen before and is re- 
ported in the literature with much smaller 
doses. This presented an ideal test for 
BW51-212. Approximately one hour after 
the flaccidity failed to disappear, BW51-212 
was given by intravenous 0.2 per cent drip to 
a total of 800 mg. or four times the amount 
of succinyl, over a period of about three-quar- 
ters of an hour. There was practically no 
change. All reflexes remained absent and 
the patient remained flaccid but in excel- 
lent general condition. There was only one 
clinical change. The pupils became fully 
dilated almost from the start of the drug. 
A pint of fresh whole blood was finally ob- 
tained some six hours after the operation. 
After receiving about half of the blood the 
patient began to recover and finally did so 
within the hour. On the next day, during 
postoperative rounds, the patient complained 
that she could not see! Sudden panic was 
about to grip the anesthesiologist when the 
patient explained that she felt the way she 
always did when her doctor “dilated” her 
pupils. With much relief it was determined 
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that the patient could see perfectly well when 
her pupils returned to normal two days after 
operation. 


The fourth patient is one in whom a rela. 
tive overdose of succinyl was not the case. 
Here, as in animals, a single control apneic 
dose of succinyl was given and the patient 
allowed to recover. The control dose of 
succinyl was repeated and followed by four 
times as much BW51-212 in a single injec. 
tion. The recovery time (indicated by meas. 
ured minute volume and_ reflexes) was 
slightly prolonged with the first dose of 
BW51-212 and even more after the second 
trial. The operative procedure lasted one 
and one-half hours and required only 200 
mg. of succinyl. The anesthesia was admin. 
istered essentially in the same manner as in 
the previous case. It is our clinical impression 
that such cases as these usually require some. 
what more succinyl. BW51-212 may have ex. 
tended the action of succinyl, but at the end 
of the procedure the patient was awake and 
ready to go to the recovery room. Again the 
only side effect was cycloplegia noted soon 
after injection of BW51-212. 


In three other clinical trials, the results 
were essentially the same. It was found that 
as little as 20 mg. of BW51-212 given intra- 
venously caused a slight pupillary dilatation 
within 60 seconds. Forty milligrams caused 
cycloplegia in 30 seconds. In one patient in 
the recovery room, who had spinal anesthesia, 
6.6 mg. (one drop) was instilled locally into 
one eye. The patient began to experience a 
burning sensation within 30 seconds. The 
pupil became fully dilatated within three 
minutes. One wonders if we have found a 
use for BW51-212 for which it was not orig- 
inally intended. As a_ succinylcholine an- 
tagonist BW51-212 is a potent cycloplegic. 


Graphs, Tables, and Kymographic Records 


Table 1. This table is a section of the original 
questionnaire sent to 80 medical centers in the United 
States and has been discussed previously. 


Fig. 1—Kymographic Record. The leg muscle re- 
sponse due to a graded tetanic (20 seconds) electrical 
stimulus on the appropriate nerve is shown. The 
ventilatory pattern is shown at the top of the record 
while direct arterial blood pressure and pulse is te 
corded as the third tracing from the top. The bottom 
two lines show events and five second time intervals. 
The control record is depicted in a. The response 
to carotid occlusion and a nicotinizing dose of acetyl- 
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choline in the atropinized animal is shown in the 
blood pressure and pulse pattern. 

The first time depression occurs is shown in b after 
the dose of BW 51-212 has been increased to 12.75 
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mg. per Kg. There is some irregularity in the ventila- 
tory pattern but this soon becomes regular again. There 
is an immediate drop in arterial blood pressure and 
increase in the pulse. After the blood pressure stabil- 
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izes at about a 40 mm. drop, phenylephrine (Neo- drug level. The muscle response is stiM almost at the 
synephrine) is given. Not until .05 mg. is given does control level, however, there ap o be some ‘ “chip- 
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tiguing.” This also occurs in experiments in which 
“curariforms” are used. 

In c at a level of 17.75 mg. per Kg. BW51-212, the 
ventilatory pattern becomes just short of apnea. Ar- 
tificial ventilation is given by manual intermittent 
compression of a breathing bag containing 100 per 
cent oxygen through an endotracheal tube and is 
shown by spiking in the ventilatory pattern. The 
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FIG. 3 
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blood pressure rises slightly, probably in association 
with the ventilatory pattern depression. Picrotoxin 
given during the period of ventilatory depression has 
no immediate effect as expected. However, approxi- 
mately four minutes later the ventilatory pattern re- 
sumes a control configuration in d. This does not 
occur in the same situation with a higher dose of 
BW51-212. Although not shown, the muscle response 
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with a dose of 17.75 mg. per Kg. shows gross muscle 
fatigue. The first occasion of possible ganglionic block- 
ade occurs at this level as can be seen in d. 

In e at a level of 22.75 mg. per Kg. apnea occurs 
and artificial ventilation is again instituted. Spon- 
taneous ventilation recurs briefly in f followed by 
apnea which becomes permanent despite intermittent 
artificial ventilation. The pulse pressure becomes quite 
irregular even after phenylephrine is given when 
the blood pressure drops. The blood pressure starts 
a gradual downward course during apnea but rises 
when artificial ventilation is given. When artificial 
ventilation is stopped blood pressure gradually drops 
to zero and the animal dies. At 22.75 mg. per Kg. 
BW51-212, the muscle pattern shows marked fatigue. 
This phenomenon increases throughout the experi- 
ment with increasing doses of BW51-212 despite ap- 
parently adequate ventilation. It is interesting to note 
that despite a fairly adequate, though fatigued leg 
muscle pattern, thoracic muscles are completely non- 
functioning. 

Thus it appears that as long as ventilation remains 
fairly adequate, blood pressure is not markedly af- 
fected, but of course will follow a downward course 
when asphyxia occurs. The early drop in blood pres- 
sure (seen in b) that occurs stabilizes at a low level 
but does not become disastrous and responds to phenyl- 
ephrine. 

Fig. 2. Graph Number | shows the degree of paraly- 
sis of leg muscle caused by a control dose of succinyl- 
choline and the effect of succeeding control doses of 
succinyl followed immediately by increasing doses of 
BW51-212. As can be seen, the ratio of 1X succinyl 
to 4X BW51-212 reveals a marked antagonism (about 
84 per cent). Increasing the ratio of BW51-212 to suc- 
cinyl results in less and less antagonism until the ratio 
of 50 to about | results in potentiation of succinyl. In 
fact, at that dose ratio muscle response is entirely 
absent. The individual injection dose ratios are shown 
in parentheses while cumulative dose ratios are shown 
without parentheses. It can be seen that much higher 
doses of BW51-212 alone are necessary to produce 
muscle fatiguing than succinyl plus BW51-212. (Com- 
pare kymographic record, b and f with figure 2). 

Fig. 3. Graph 2 shows the degree of paralysis caused 
by succinyl alone. It also shows BW51-212 antagonism 
to succinylcholine; the lack of paralytic action when 
BW51-212 is given alone; the variable paralytic action 
of succinylcholine given after a series of BW51-212 
given alone, and when preceded by two antagonistic 
doses of BW51-212 plus succinylcholine; the repro- 
ducibility of the antagonistic action of BW51-212. The 
planimeter measurement (degree of paralysis) is plotted 
against the total dosage of succinylcholine. The 1X 
dose is .010 mg. per Kg. The mean paralytic re- 
sponse to a 1X dose is clearly shown. The interrupted 
lines indicate that a series of increasing doses of 
BW51-212 have been given before and after testing 
the antagonistic action of BW51-212). This causes no 
paralysis and no side effects when given alone in 
these low doses (4X, 10X, 20X, and 30X). The pos- 
sibility of cumulative antagonistic action of BW5l- 
212 is shown by its antagonism to a 1X dose of succinyl 
given 15 minutes after the BW51-212 series. However, 
after a second series of BW51-212, a 1X dose of succinyl 
is potentiated instead of antagonized. Is this a cu- 
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mulative potentiating action? The possibility that the 
muscle response to succinyl varies this much is present 
but not likely. The antagonism of BW51-212 t 
succinyl is shown very well on the graph at two 
different points. In both cases a 1X dose of succinyl] 
was completely antagonized by 20X, and a 30X dose 
of BW51-212. There were no unusual side effects dur. 
ing this experiment. 

It would be very gratifying indeed if BW51-219 
were as consistent in its action as the previous ex. 
periment indicates. However, table 2 shows that the 
same dose ratios can produce wide variations in te. 
sponse. As has been previously stated, there were 9 
instances where BW51-212 potentiated succinyl and 
22 instances where antagonism occurred. Table 2 shows 
all the instances of potentiation and some of the an. 
tagonistic doses. No consistency is seen. Although not 
shown in this table, the low dose ratio of 3:1 and 4: 
resulted in antagonism most of the time. 


Summary and Conclusions 


1. A sampling of opinion as to the de. 
sirability of a commercially available antag. 
onist to succinylcholine chloride is presented. 
The majority of the opinions are affirma- 
tive. 

2. The proposed antagonist to suc. 
cinylcholine chloride in this experiment is 
N-Benzhydryl - N’-Methylethyl - piperazinium 
Chloride (known as BW51-212). 

3. The results of laboratory tests and a 
small clinical trial of an antagonist to suc- 
cinylcholine chloride are presented. 

4. There appears to be no predictable re- 
sponse as to antagonism with this drug in 
this laboratory. 

5. When BW51-212 is given alone at low 
or moderate doses, the only side effect is 
cycloplegia (dilated pupils with loss of ac- 
commodation). Side effects at high doses in- 
clude depression of blood pressure and ven- 
tilation, increase in pulse, neuromuscular 
blockade (fatiguing), and ganglionic block- 
ade. 

6. Potentiation of succinylcholine chlo 
ride, if it occurs, usually takes place at much 
lower doses than do side effects. 

7. The clinical series is too small from 
which to draw any conclusions. In these 
cases, the only effect of BW51-212 is mod- 
erately prolonged pupillary dilatation (top- 
ically as well as intravenously). The topical 
action is shorter in duration than intravenous 
action. A diluted concentration may even 
shorten the action more. 

8. It is felt that further investigation is 
needed to obtain a relatively safe and effec 
tive antagonist. 
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Our department is indebted to Miss Marjorie Per- 
kins for technical skill in the laboratory, to Dr. Ar- 
thur P. Richardson for the use of his equipment, 
laboratory, and technical help, and, finally, to Dr. 
Lester Rumble, Jr., for assistance in the clinical study. 
The Burroughs Wellcome & Company, Inc. kindly 
supplied the BW51-212. Burroughs Wellcome brand 
of succinylcholine chloride (Anectine) was used 
throughout as the neuromuscular blockade agent. 
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Discussion (Abstract) 


Dr. L. W. Fabian, Durham, N. C. I have read Dr. 
Carpenter's paper with quite a bit of interest. Al- 
though having no experience with the drug with 
which he has worked, I have done some work with 
antagonists to other muscle relaxants. In many re- 
spects our results compare quite closely. It seems that 
many such drugs when given individually in fairly 
large doses are capable of producing the exact effect 
which one has desired to overcome. This has been 
demonstrated also when nalorphine has been given 
as an antagonist to morphine. 

With this fact in mind and considering the unpre- 
dictable responses to these antagonists, I should like 
only to re-emphasize an important point brought out 
by Dr. Rumble at a previous session (South. M. J. 
4:368, 1956). This is to stress the physiologic manage- 
ment of the problems involving inadequate spon- 
taneous respiration rather than depending on _phar- 
macologic reversal of drug activity. 

It is my belief that our best antagonist to drug- 
induced depression of vital functions is the use of 
adequate resuscitation equipment manned by those 
who can and will use this equipment in a manner 
which is physiologically sound. 

Dr. Alice McNeal, Birmingham, Ala. 1 was one of 
the “yeses” on Dr. Carpenter’s question, “do you think 
an antagonist might be dangerous,” and after I said 
it | wondered if I should not have said “Yes, no, I 
do not know, why?” because I am sure a categorical 
“yes” was not very intelligent. Succinylcholine has 
been such a useful relaxant with which one could 
regulate relaxation at will that I hate to see anything 
occur to spoil it. When it was introduced I read the 
description and my resident said, “Oh, this is perfect, 
there is no catch,” and I said, “I know there’s one 
because there is a catch to everything.” 

When curare was first used I heard Stewart Collins 
state categorically, “No, there is no catch to this. It 
's perfect,” and now we have discovered there is a 
catch to this agent. 
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I was very much interested to learn that Dr. Foldes 
had ever had any trouble. I called him by long dis- 
tance when we encountered these few I told Dr. 
Carpenter about. I told him of the two, three, and 
four hours of pumping applied to the patient. He 
said that if I would never knock out the respiration, 
or if there was apnea to stop the succinylcholine until 
respiration returned I would have no trouble. I will 
say that in following his instructions I have not en- 
countered any further prolonged apnea. I am_in- 
terested to know that he ever did have one. 

Dr. Lester Rumble, Jr., Atlanta, Ga. We have, as 
I said yesterday, used this drug in 10,000 cases. The 
doses sometimes are above 4,000 mg. We have seen 
only four patients of the 10,000 in whom there was 
an apparent sensitivity to the drug. Dr. Carpenter 
described one instance of apnea which would not have 
had to last that long if we had not been interested 
in waiting until he could get downtown to see if 
this drug would work. We could have ended the 
apnea much more quickly with a pint of fresh blood. 

The best antagonist right now is freshly drawn, 
warm, human blood. Without fail in these instances 
of apnea we have gone on with ventilation and then 
given blood even though the patient had not lost any. 
Within the first 100 cc. of fresh blood there is return 
of diaphragmatic activity, and usually with the com- 
pletion of the pint of blood, the patients have full 
muscular activity. 

We had high hopes that possibly we had a drug 
which could be interchanged with succinyl, would 
have no side effects, and would facilitate a return 
of muscle power so that it would not be necessary 
to control the administration of succinyl, as we now 
do by alternately speeding and slowing the drip. 

Fresh blood is a very good antidote to succinyl. In 
10,000 cases we have not had a patient who failed to 
regain muscle power, and we have had no complica- 
tions in any of the patients who had _ prolonged 
apnea. 


Dr. David A. Davis, Chapel Hill, N. C. We have 
had a good deal of interest in these prolonged effects 
of muscle relaxants, particularly succinylcholine. I 
just want to point out that there is another antagonist 
to succinylcholine, one which is not generally recog- 
nized but the effectiveness of which has been demon- 
strated by others and which can be very easily demon- 
strated by anyone who cares to go to the trouble. 
This antagonist is Neostigmine. It is very easy to 
show in an experimental animal, in dogs, that if one 
gives Neostigmine or Prostigmine at a time when 
succinylcholine is exerting its maximum effect, the 
duration of action of the muscle relaxant will be 
prolonged. On the other hand, if one times the dose 
of Neostigmine so that it is given during the recovery 
of the muscle from succinylcholine, there will be 
a rather prompt and striking increase in the ability 
of the muscle to contract. 


I think there is a great deal that we still need 
to know about these agents. Although we are brought 
up with the thought that certain of them act on the 
myoneural junction, and some are depolarizing agents, 
the action of these drugs is not so pure as the phar- 
macologist would lead us to believe. There is a great 
amount of work remaining to be done before we 
actually find out how these drugs act. 
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Treatment of Seborrhea Capitis, Sebor- 
rheic Dermatitis, and Pyoderma 


with Sebizon:* 


in the treatment of a variety of skin diseases. 


SODIUM SULFACETAMIDE APPLIED LOCALLY as 
Sebizon lotion was tested in 520 patients with 
seborrhea capitis, seborrheic dermatitis, or 
pyoderma. 

Andrews! reported sodium sulfacetamide to 
be “extremely effective” in seborrheic derma- 
titis of the scalp and skin. Duemling? con- 
trolled seborrheic dermatitis with a 10 per 
cent sodium sulfacetamide ointment. Follicu- 
litis, impetiginous dermatitis, neurotic ex- 
coriations, otitis externa, and sycosis vulgaris 
also responded. 

Various other bacterial infections of the 
skin have been eradicated by sulfacetamide or 
sodium sulfacetamide topically.*> These sub- 
stances have been used successfully for the 
prophylaxis of infection in burned areas®7? 
and in surgical and accidental wounds.*-!° 

Otitis externa and otitis media have been 
cleared with the use of drops of a 20 or 30 per 
cent solution of sodium sulfacetamide.:!* 
One hundred and six of 123 cases of otitis ex- 
terna reported by David!! were associated 
with, and probably-caused by, dandruff of the 
scalp. Sodium sulfacetamide relieved otitis ex- 
terna in 88 of these patients. The sulfonamide 
cleared gram-positive and gram-negative in- 
fections and prevented the development of 
superimposed infections. Following radical 
mastectomy, it prevented or controlled infec- 
tion in areas from which Staphylococcus au- 
reus and B. coli had been isolated. 

The impressive record for efficacy'*5 and 
safety'*-!6.17 of sodium sulfacetamide in oph- 


*Read before the Section on Dermatology and Syphilology, 
Southern Medical Association, Forty-Ninth Annual Meeting, 
Houston, Tex., November 14-17, 1955. 

+From the Department of Dermatology, Georgetown Uni- 
ar and the Hebrew Home for the Aged, Washington, 


A. H. GOULD, M.D., and H. L. HIRSH, M.D.,¢ Washington, D. C. 


The authors present their results with the use of a sulfonamide 
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thalmology also is an endorsement for its trial 
in dermatologic applications. In extensive use 
it has prevented or controlled ocular infec. 
tions with relative freedom from irritation 
and sensitivity reactions. 


Material 

Sebizon lotion,* which contains 10 per cent 
sodium sulfacetamide, was used topically in 
the treatment of 520 patients. The conditions 
treated were seborrhea capitis, seborrheic 
dermatitis, combinations of these diseases with 
each other and with such conditions as fol- 
liculitis and pustular acne, bacterial infec- 
tions of the skin, intertrigo, and _ psoriasis. 
One hundred fifteen men and 99 women were 
treated by one of us (A.H.G.) in a clinic and 
in private practice. Many of the 306 patients 
treated by the other (H.L.H.) were closely 
supervised males in an institution. 


Method 


Patients with seborrhea capitis applied Se- 
bizon lotion twice daily for two weeks and 
shampooed their hair every two to four days 
for two weeks in accordance with severity of 
the disease. The lotion was streaked through 
the hair through the nozzle of a squeez 
bottle. The patient used his fingers or a hair 
brush to distribute it over the scalp. If more 
lotion than necessary was used, a powdery 
film appeared on the hair and the quantity 
per application was reduced. 

If the hair or scalp appeared oily, applica- 
tion of the lotion was preceded by a shampoo. 
When there were thick patches of scales, crust 
ing, hair loss, or excessively oily secretion of 


*Sebizon lotion was furnished by G. Kenneth Hawkins, 
M.D., Division of Clinical Research, Schering Corporation, 
Bloomfield, N. J. 
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the scalp, the hair and scalp were first thor- treated. This sequence was repeated three 
oughly cleansed and Sebizon lotion applied at _ times. 

bedtime and during the day. More frequent 
application was required when the scalp was 
secondarily infected, or when an actual der- 
matitis involved the scalp. 


None of the 102 patients noted any irrita- 
tion from Sebizon lotion. No sensitivity re- 
actions or adverse effects occurred. While 
therapeutic effect was not the primary objec- 

When the involvement was limited to the _ tive, each patient was improved. 
skin, Sebizon lotion was applied to the af- 
fected areas three or four times daily and Therapy 


rubbed in well. We demonstrated to each Seborrhea Capitis. Two hundred one pa- 
patient how Sebizon lotion should be applied _ tients with seborrhea capitis were treated with 
by placing one drop on the skin and rubbing _ Sebizon lotion. Itching usually ceased in less 
until the area covered with a thin layer be- than a week and sometimes after a few appli- 
came dry. We tried to impress the patients cations. The duration of treatment and the 
with the thought that only the lotion in di- _ results of therapy are shown in table 1. Some 
rect contact with the skin could be effective patients continued treatment for a while after 


and that it was unnecessary to apply a thick they had complete relief. Those improved 
layer. No other medication was used. continued to apply the lotion. 


Sensitivity Tests Of 164 patients with common dandruff, 139 

were relieved of itching, scaling, and oiliness. 

Prior to evaluating sodium sulfacetamide This result was obtained in many in four 
topically in dermatologic conditions, the like- weeks or less. Other patients required treat- 
lihood of sensitivity reactions or irritation up- _—ment for 4 to 12 weeks. The scalp in some 
on application to the skin was investigated. instances had become oily during prolonged 
One hundred two patients, other than those _—_ application of selenium sulfide. When Sebizon 
in the clinical evaluation, served as test sub- replaced selenium sulfide, the oiliness disap- 


jects. Repeated intermittent applications, it | peared and the scalp remained clear. In 23 
was judged, would most likely dispose toward _ patients scaling diminished but did not cease. 
the development of sensitivity reactions. | Treatment for 6 weeks to 3 months produced 
Therefore, 100 patients with dandruff and 2. _—-no greater degree of improvement. Two pa- 
patients with seborrheic dermatitis were di- tients failed to respond. 

rected to apply Sebizon lotion daily for one The scalp in 8 of 9 cases of dandruff with 
week. The second week they remained un- heavy patches of scales and crusting cleared 


TABLE 1 
EFFECTS OF TREATMENT IN SEBORRHEA CAPITIS 


Result 
Number Duration of Complete Improve-_ Little or 
Disease Patients Treatment Relief ment No Effect Irritation 
Seborrhea Capitis 


a. Scalp 164 2 


b. Scalp—heavy, or with crusts 


c. Scalp—with hair loss 


d. Scalp—with secondary infection 


ISG 


o 


Total 201 


*These patients did not use the medication as directed. 
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during treatment for 1 to 6 weeks. One pa- 
tient, treated for 4 weeks, improved. 


Patients with hair loss accompanying dan- 
druff required longer periods of treatment. 
Hair loss ceased within a week in a few pa- 
tients but in others only after several weeks. 
Sometimes therapy had to be continued for 3 
months. Dandruff and hair loss were con- 
trolled in 18 patients and diminished in 2. 
Two patients who did not improve failed to 
use the lotion as directed. 


Seborrhea capitis with secondary infection 
in 5 patients was completely relieved in | 
to 4 weeks. Reduction in scaling and con- 
trol of the infection were achieved in one pa- 
tient after treatment for 10 weeks. 


Seborrheic Dermatitis. Seventy-four pa- 
tients with seborrheic dermatitis were treated 
with Sebizon lotion (Table 2). In 58, the dis- 
ease affected chiefly the scalp, eyebrows, eye- 
lids, postauricular areas, nasolabial areas, and 
cheeks. Whenever necessary, Sebizon was ap- 
plied to the eyelids and eyelashes. It un- 
doubtedly came into contact with the eye but 
no irritation occurred and no stinging was re- 
ported. Fifty patients in this group responded 
satisfactorily. The lesions sometimes began to 
clear within a week, but generally two to three 
weeks’ treatment was required. The response 
sometimes varied with the location. Lesions 
on the scalp in two patients and on the nose 
in one patient cleared satisfactorily, whereas 
lesions on the forehead, eyebrows, nose, ears, 
or sternal region diminished but did not dis- 


SOUTHERN MEDICAL JOURNAL 


MARCH 1957 


appear. Sebizon was ineffective in two pa. 
tients. The postauricular area where Sebizon 
was applied for 6 weeks in one patient became 
irritated. 

Seborrheic dermatitis of the scalp with hair 
loss cleared in two patients after 4 and § 
weeks’ use of the lotion, respectively. 


Seborrheic dermatitis of body areas was re. 
lieved by Sebizon in 7 of 12 patients. Treat. 
ment usually extended over 2 to 4 weeks. Two 
patients improved. Three patients were not 
benefited and irritation occurred in one of 
them. This obese man insisted on leaving 
moist the areas where lotion was applied. 
After three days, a contact dermatitis de. 
veloped where skin areas were in apposition. 
Obesity and improper application were causa- 
tive factors in this reaction. The patient tried 
the lotion again without effect. 

Seborrheic dermatitis of the scalp in one 
patient and seborrheic dermatitis of the scalp, 
forehead, neck, and ears in another, both with 
secondary infection, cleared during treatment 
for one month and two weeks, respectively. 
Inflammation subsided and the lesions healed 
satisfactorily. 

Seborrhea Capitis with Seborrheic Derma- 
titis of Body Areas. Forty-nine patients had 
seborrhea capitis and seborrheic dermatitis of 
the eyelids, eyebrows, auricular or postauricu- 
lar areas, forehead, nasolabial areas, or face 
(Table 3). All except one in this group were 
benefited by treatment with Sebizon. This 
patient failed to respond after application of 


TABLE 2 
EFFECTS OF TREATMENT IN SEBORRHEIC DERMATITIS 


Number 
Disease Patients 
Seborrheic Dermatitis 
a. Scalp, ears, evebrows, evelids, and/or face 58* 
b. Scalp—with hair loss 2 4 
c. Axillae, sternal region, pubic region, 12 
perianal area, and/or groins 
d. Scalp—with secondary infection l 
e. Scalp, forehead, ears, neck—with 
secondary infection 1 
Total 74 


om 


Result 

Duration of Complete Improve- Little or 
Treatment Relief ment No Effect Irritation 
l wk. — 6 50 3 2 
-2 wks. — 35 2 (scalp)+ 2 (other 
4 wks. — 12 1 (nose)+ areas)+ 
-6 wks. — 2 1 (ears)t 
$3 mos. — 3 
4 wks. — 1 2 
6 wks. — 1 
lwk. — 2 2 3 
-2 wks. — 5 
-4 wks. — 5 
1 mo. 1 
2 wks. 1 

63+ 5 2 


*Some patients in this group also had seborrheic dermatitis of other body areas. 
+The responses in all areas in the same patient were not identical and have been recorded separately. 
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TABLE 3 


EFFECTS OF TREATMENT IN SEBORRHEA CAPITIS WITH SEBORRHEIC 
DERMATITIS OF BODY AREAS 


Number 


Disease Patients 


Seborrhea Capitis with Seborrheic Dermatitis 
of Body Areas, as follows: 


a. Ears, eyelids, eyebrows, and/or face 


b. Axillae, sternal region, pubic region, 
perianal area, groins, and/or umbilicus 


c. Chest and back 


9 
1 


Total 59 


Duration of 


Result 


Complete Improve- 
Relief ment 


Little or 


Treatment No Effect Irritation 


6 
(ears)* 
(eyes)* 
(face) * 


38 
4 (scalp)* 


8 1 
1 (scalp)* (axillae)* 


*The responses in all areas in the same patient were not identical and have been recorded separately. 


the lotion for a week. Both diseases cleared 
completely in 38 patients. In 6 improvement 
was noted although one patient failed to use 
the lotion regularly. Seborrhea capitis disap- 
peared from 4 patients while seborrheic der- 
matitis around the eyes, ears, and face im- 
proved. 

Nine patients had seborrheic dermatitis of 
the axillae, groins, umbilicus, or sternal, 
pubic, or perianal areas as well as seborrhea 
capitis. Eight lost their discomfort under Se- 
bizon treatment. In one patient, scaling of the 
scalp ceased but evidence of seborrheic derma- 
titis of the axillae remained after three weeks. 


One patient with seborrhea capitis and 
seborrheic dermatitis of the chest and back 
improved. 

Pyodermas. Sebizon lotion proved highly 
effective in bacterial cutaneous infections 
(Table 4). Among 167 patients, the infection 
cleared in 140, as follows: infected acne vul- 
garis, 10; infectious eczematoid dermatitis, 18; 
folliculitis, 3; impetigo, 32; perioral pityriasis 
simplex, 1; pyoderma, 1; infected scabies, 13; 
sycosis vulgaris, 22; and infected varicose ul- 
cer, 40. Improvement occurred in 16 patients, 
as follows: infected acne vulgaris, 13; perleche, 
1; and infected varicose ulcer, 2. Little or no 


TABLE 4 
EFFECTS OF TREATMENT IN PYODERMA 


Number 


Disease Patients 


Pyoderma 


a. Acne vulgaris, infected 33 


. Dermatitis, infectious eczematoid 
Folliculitis 


. Impetigo 


Perleche 

Pityriasis simplex-perioral 
Pyoderma 
Scabies, infected 


i. Sycosis vulgaris 


j. Varicose ulcer, infected 


Total 


Duration of 


—— 


Result 


Complete Improve- 
Relief ment 


Little or 


Treatment No Fffect Irritation 


10 13 10 
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TABLE 5 
EFFECTS OF TREATMENT IN MULTIPLE DISEASES OF THE SKIN 


Result 


Number Duration of Complete Improve- Little or 
Disease Patients Treatment Relief ment NoEffect Irritation 
Multiple Involvement 
a. Seborrhea capitis 
Rosacea—face 1 6 mos. 1 
b. Seborrhea capitis 1 ( 1 mo. 1 
Seborrheic dermatitis—evelids 
Acne, pustular—face ( 2 mos. i 
c. Seborrhea capitis 1 6 wks 
Seborrheic dermatitis—ears 
Cellulitis 
d. Seborrhea capitis 5 ( 2 wks. — 2 4 
Seborrheic folliculitis—forehead, pre- 3-4 wks. — 2 1 (scalp)* 1 (chest 
auricular area, chest, and/or back ( 6 wks. — 1 and back)* 
e. Seborrhea capitis l 1 wk. 1 
Seborrheic dermatitis 
Pyoderma—-left axilla 
f. Seborrhea capitis 3 4 wks. 3 
Acne, pustular—face 
g. Seborrhea capitis 1 4 wks. 1 
Intertrigo—groin and scrotum 
h. Seborrhea capitis 1 2 wks. 1 
Perleche 
i. Seborrheic intertrigo it 3 wks. 1 


Folliculitis—groins 


13 4 


*The responses in all areas in the same patient were not identical and have been recorded separately. 


Total 


benefit could be seen in 10 patients with in- Some diminution in symptoms and extent 
fected acne vulgaris and one with infectious and severity of seborrhea capitis, seborrheic 
eczematoid dermatitis. Irritation occurred in dermatitis of the ears, and cellulitis was 
the latter after a week’s treatment so that achieved in one patient treated for six weeks. 


Sebizon had to be discontinued. The lesions in 4 of 5 patients with sebor- 
Multiple Involvement. Fourteen patients rhea capitis accompanied by seborrheic folic 
had multiple diseases of the skin (Table 5). _ulitis of the forehead, preauricular area, 
The results were as follows: chest, or back, responded to treatment after 
Seborrhea capitis and rosacea of the face 2 to 4 weeks. The scalp in one patient cleared 
cleared during treatment for six months. in 2 weeks but seborrheic folliculitis of the 


chest and back had not completely disap- 


In a patient with seborrhea capitis, sebor- ; 
ee P peared after 6 weeks’ treatment. 


rheic dermatitis of the eyelids, and pustular hg 2 a 
acne of the face, the first two conditions were Other conditions relieved by Sebizon in- 
relieved by Sebizon within a month. After cluded seborrhea capitis combined with (I) 
two months the acne improved. Sebizon lo- seborrheic dermatitis and pyoderma of the 
tion proved to be a useful adjunct in its axilla (1 patient), (2) pustular acne of the 
treatment. face (3 patients), and (3) intertrigo of the 


TABLE 6 
EFFECTS OF TREATMENT IN DERMATOSES 


Result 


Number Duration of Complete Improve- Little or a 
Disease Patients Treatment Relief ment No Effect Irritation 
Dermatoses 


a. Intertrigo 1 1 wk. 1 


b. Psoriasis 1 (groins)* 1 (legs and 
2 mos. — 2 scalp)° 


Total 4 2° $* 


*The responses in all areas in the same patient were not identical and have been recorded separately. 
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groins and scrotum (1 patient). 

Seborrheic intertrigo with folliculitis of 
the groins in one patient was completely re- 
lieved. In another, seborrhea capitis and 
perleche improved in two weeks. 


Dermatoses (Table 6). Intertrigo of the in- 
framammary region in one patient was re- 
lieved by three applications of Sebizon lo- 
tion. Chafing disappeared after one week. 

Psoriasis proved to be refractory to Sebizon. 
The scalp and chest in one patient showed 
little or no effect from 3 weeks’ application. 
Psoriasis of the scalp in one woman treated 
for 2 months failed to respond. Psoriasis on 
the groins of a white male was relieved after 
treatment for two weeks. His legs and scalp 
showed no change after one month. By the 
end of 2 months, pustules on the legs had re- 
ceded slightly. 


Discussion 


The rapid antipruritic effect of Sebizon 
lotion was outstanding. Few medications act 
so promptly. Pruritus, burning, and stinging 
were sometimes relieved immediately and 
usually in less than a week. 


The lotion proved cosmetically acceptable. 
No trace remained after rubbing it in. Friends 
could not tell that a patient’s face, for in- 
stance, was being treated. On the scalp, Se- 
bizon behaved like a hair dressing. It flowed 
freely from the bottle and could be easily 
worked into the scalp and brushed through 
the hair. 

The color and texture of hair were not af- 
fected. No change occurred in gray hair, nor 
did Sebizon affect the color of tinted or dyed 
hair. The color of hair with ends burned by 
a vegetable tint remained unaffected. 


No sensitivity reactions occurred. No irrita- 
tion occurred in the 102 patients tested for 
sensitivity to sodium sulfacetamide locally, 
and in only 3 of 520 patients in the clinical 
investigation (incidence 0.57 per cent). One 
instance was due to improper application. In 
another, irritation occurred after six weeks’ 
continuous application. 


The disease recurred at various intervals 
after cessation of Sebizon in approximately 10 


per cent of the 520 patients. Each responded 
a second time. 


The antibacterial activity of sodium sulfa- 
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cetamide was apparent in the bacterial cu- 
taneous infections. The mechanism of action 
in seborrheic dermatitis was obscure because 
of its indefinite etiology. The effect of sodium 
sulfacetamide topically in seborrheic derma- 
titis makes it appear that the disease may be 
of bacteriologic origin. 

In seborrheic dermatitis particularly, the 
use of Sebizon represents an advance in ther- 
apy. The high percentages of satisfactory re- 
sponses obtained in seborrhea capitis, sebor- 
rheic dermatitis, and bacterial cutaneous in- 
fections warrant its continued use. 


Summary 


Sodium sulfacetamide topically as Sebizon 
lotion proved highly effective in the treat- 
ment of 520 patients with seborrhea capitis, 
seborrheic dermatitis, or bacterial cutaneous 
infections, alone or in combination. Inter- 
trigo was relieved. Psoriasis proved refrac- 
tory. No sensitivity reactions occurred in 102 
patients tested for sensitivity to sodium sul- 
facetamide topically nor among 520 patients 
in a clinical evaluation. Irritation occurred in 
3 patients (incidence 0.57 per cent), in one 
instance due to a faulty method of applica- 
tion. 
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Discussion (Abstract) 


Dr. Joseph L. Rankin, Atlanta, Ga. European oph- 
thalmologists as early as 1939 were using sodium sul- 
facetamide as a topical antibacterial agent. This drug’s 
debut into American dermatologic circles occurred 
quite by accident in 1950. 

Dr. Werner W. Duemling of San Diego saw a 46 
year old man with a widespread seborrheic dermatitis 
involving his scalp, face, neck, upper back, mid-chest, 
upper arms and pubis. There was an associated follicu- 
litis and a severe blepharitis with a purulent conjunc- 
tivitis. An eye consultant advised that 10 per cent 
sodium sulfacetamide ointment be used to control the 
eye infection. One week later the eyes had cleared and 
the other areas of seborrheic dermatitis were much 
improved. The patient without instructions had used 
this same preparation on all areas. Dr. Duemling re- 
ported this remarkable case at the June 1953 meeting 
of the American Dermatological Association. 


Sulfonamides waned in popularity after the advent 
of penicillin and the later antibiotics. Their disrepute 
was natural, following a high incidence of sensitization 
by some members of this family of drugs. However, 
sodium sulfacetamide has an extremely low sensitizing 
rate and no severe reactions have been reported. It is 
an excellent bacteriostatic agent controlling all of the 
common gram-positive organisms as well as many of 
the gram-negative organisms. This includes Ps. pyocya- 
nea and P. vulgaris. These organisms were controlled 
in vitro by a 5 per cent concentration of sodium sul- 
facetamide. This chemical shows a high solubility at a 
physiologic pH of 7.4. Its high degree of penetration 
and absorption in comparison to other sulfonamides 
may be attributed to this factor. 

Dr. Herbert S. Alden of Atlanta following a personal 
communication from Dr. Duemling obtained sodium 
sulfacetamide powder from the Schering Corporation 
during the summer of 1953. This was incorporated in 
various bases and in varying strengths for test pur- 
poses. We found a 10 per cent concentration in a water 
miscible base to be most satisfactory in these in vivo 
experiments. Since the original report we have used 
sodium sulfacetamide in a water soluble base, in water 
and in Sebizon for seborrheic dermatitis. We are both 
impressed with its use on the body and skin, but not 
too impressed with its use on the scalp. Neither of us 
has observed any sensitization phenomena or irritative 
reactions. We also find that. when added to lotio alba 
in 10 per cent strength it has been most helpful in 
controlling infection in acne vulgaris. 

I appreciate the opportunity to open the discussion 
on this timely paper. Dr. Gould and Dr. Hirsh have 
produced a real milestone in the treatment of sebor- 
rhea and seborrheic dermatitis in their evaluation of 
sodium sulfacetamide. 

Dr. Harry M. Robinson, Jr., Baltimore, Md. 1 do 
not wish to appear unduly critical of Dr. Gould’s 
presentation. However, he stated that no adverse re- 
actions were encountered in his series. About 15 years 
ago Dr. Robinson, Sr., and I reported a series of pa- 
tients with pyodermas whom we treated locally with 
sulfathiazole and sulfadiazine; we noted 4 per cent ac- 
quired contact sensitivity in this group. 

During World War II we used the sulfa drugs for a 
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brief time in the treatment of pyodermas, and the 
sensitization rate was so high that we received a bulle. 
tin from Washington advising us that these drugs 
were no longer to be used locally. 


When sodium sulfacetamide, as a 10 per cent lotion, 
became available to us at the University, we began 
treatment of seborrheic dermatitis and pyodermas 
with it and recorded a reaction rate in excess of 4 per 
cent. In fact, two of our patients developed such se. 
vere adverse reactions that hospitalization became nec. 
essary. It seems rather amazing to me that not one of 
the 102 patients treated in this series developed some 
adverse reaction. 

I believe that 2.5 per cent sulfur and salicylic acid 
ointment is a satisfactory preparation in the treatment 
of seborrheic dermatitis, and the only reason my 
brother and I have not been using it recently is be- 
cause we have been doing some experimental work 
with topical steroid therapy. 


D~ S. S. Bowen, Houston, Tex. The Schering Cor. 
poration sent me a supply of Sebizon for clinical trial, 
and an extensive review of its use has been made in 
some 500 cases of seborrheic dermatitis and other types 
of dermatoses. I have found it to be of considerable 
help in the management of extensive cases of sebor- 
rheic dermatitis, particularly of the glabrous skin. It is 
a good drug. 

I agree with Dr. Robinson that a considerable 
amount of sensitization to sodium sulfacetamide was 
experienced. Somewhere between 4 and 5 per cent of 
the patients, so treated, developed a dermatitis due to 
the Sebizon lotion, and it is my opinion that it can 
sensitize. 


However, this problem of sensitization is developed 
following the intermittent use of Sebizon. If it is used 
continuously a dermatitis fails to develop. This is also 
the experience of ophthalmologists, who have been 
using 30 per cent sodium sulfacetamide in the eye for 
conjunctivitis and allied conditions, that it should be 
used continuously, rather than to use it for three or 
four days, stop it, and then again begin its use. 

Dr. Gould has made a very thorough study of the 
clinical trial of Sebizon and I feel as he does, that it is 
an excellent drug. It will find a good use in the man- 
agement of seborrheic dermatitis. 


Furthermore, an index as to its real usefulness is in 
the request for refills of this lotion by the patient. 
Patient acceptance has been excellent. 


Dr. Frank H. Davis, New Orleans, La. Every now 
and then we run into the problem of the use of some 
of the older drugs, sulfur and salicylic acid, and other 
antiseborrheic drugs in babies. Babies have either a 
basically toxic condition with seborrheic dermatitis or 
on top of it, perhaps we cannot always tell whether 
they are truly atopic with infantile eczema. Some of 
these are real problems to us and I would like to have 
Dr. Gould give further discussion along that line and 
break his cases down by age. He has used the drug in 
these possibly sensitized babies. 


Dr. Gould (Closing). I take this opportunity to 
thank the discussers for their stimulating comments. 
In response to Dr. Robinson’s remarks, in this series 
of 520 cases, the reaction rate was very low. We were 
on the lookout for sensitivity reactions in all these 
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cases. After tabulating our results, we found these to 
be less than 1 per cent. Sodium sulfacetamide is the 
least sensitizing of all sulfonamides when used topical- 
ly. I feel that this factor and the proper directions for 
application of this lotion were responsible in pro- 
ducing these low results. 


I have continued using Sebizon lotion since this 
paper was submitted for this meeting and have con- 
tinued to observe practically no sensitizing reaction. 
I fee] that this lotion is a much superior topical ap- 
plication for use on the scalp and skin than any 
greasy preparation. This is borne out by patient ac- 


ceptance, in that it is removed with much ease and 
is not visible after being applied. 


Regarding Dr. Davis’ query, I have used Sebizon 
lotion in approximately ten infants having seborrheic 
capitis, some of these were secondarily infected. I also 
used it on another ten or twelve infants with infan- 
tile eczema involving the scalp. The results were ex- 
cellent and no reactions occurred. The scalps were 
clear in about two weeks of therapy. Older children 
and a few adults suffering from scalp involvement 
with atopic dermatitis responded very well to the use 
of this lotion. 


ARE YOU MOVING? 


Please send the following to: Southern Medical Association 


1020 Empire Building, Birmingham 3, Alabama 


(Please print) 


Old Address: 


New Address: 
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A New Approach to Infant Feeding: 


The Use of Solid Foods and Three Meals a Day from Birth 


Part I* 


WALTER W. SACKETT, JR., M.D., Miami, Fla. 


These two papers report further on the early introduction 


of solid foods into the diet of the very young infant. 


WITHOUT A pDouBT the most controversial sub- 
ject in pediatrics today is the question of the 
proper time for the introduction of solid foods 
in an infant’s diet. As one of the pioneers in 
this matter, and as the author of the first pa- 
pers published on the subject of the introduc- 
tion of solid foods in the diet from the time of 
birth, along with a prolonged feeding interval, 
I have the dubious honor of being one of the 
instigators of this controversy. 

In 1949, a long accepted and deep belief in 
a theory that from birth a baby should fit into 
the family pattern of life culminated in the 
introduction of a feeding schedule which 
would permit of such an advantage. Accord- 
ingly, since 1949, babies under my care, a 
goodly percentage of them delivered by me, 
have been started on a 6 hour feeding schedule 
at the hospital and been introduced to solid 
food in the form of cereal at the age of two 
to three days. The introduction of other solid 
foods as meat, vegetables, fruits, etc. takes 
place at four to seven day intervals, and by 17 
days parents are advised to drop the midnight 
feeding and put their babies on three meals a 
day. Indeed, by the age of 9 weeks these ba- 
bies may be enjoying a full breakfast that may 
include bacon and scrambled eggs. 


So far I have had over 700 babies on this 
schedule. Careful graphs have been kept on 
all these babies, and as far as their physical 
well-being is concerned all are in line with, or 
slightly above the norms. Insofar as weight 
increments and blood levels are concerned 
there is no deviation from the standards. 

The acceptance of this philosophy of baby 
feeding,—or, probably baby-raising would be 
the better term,—has been phenomenal as far 


*Read before the Section on General Practice, Southern Med- 
ical Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 


as mothers are concerned, since there has been 
an overwhelming approval by over 90 per cent 
of those having had babies on this schedule. 
Physicians, more conservative in their accep- 
tance of this theory, have been loathe to ac- 
cept the schedule in its entirety. Their reluc- 
tant acceptance has been shown only by a 
trend toward an earlier introduction of solid 
foods. In a recent national survey of pedia- 
tricians, 59 per cent admitted pressure by par- 
ents for an early introduction of solid foods. 
This pressure could come from only one 
source, namely, through their own patients 
who have had the opportunity of observing in 
friends and relatives the advantages of such 
an innovation. 


At this point it might be well to review the 
schedule as revealed in table 1, a copy of the 
feeding regimen given and explained to moth- 
ers before they leave the hospital. Further, it 
will be of advantage to discuss some of the 
finer points imparted to these mothers. 


Through experience, the nurses at the hos- 
pital, as well as my patients, and my wife and 
I have found that the thicker the cereal the 
better it is taken by the babies. Indeed, in the 
hospital the nurses routinely prepare the cer- 
eal in the consistency of putty. Never have 
they found a baby unable to take and swal- 
low such a preparation. 


A few of the variations in my schedule over 
the past years have been made because I have 
become convinced that my former belief that 
newborns do not differentiate taste was com- 
pletely erroneous. Often after the introduc- 
tion of the sweet tasting fruits and custards, a 
little problem would develop in getting these 
babies to take as willingly the plainer foods, 
as the cereal and vegetables, introduced pre- 
viously, let alone the plain foods which were 
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added later in the schedule. Consequently in 
my latest schedules the fruits and custards 
have been moved well down in the list below 
the plainer foods. 

Once the midnight feeding has been drop- 
ped and the babies are on three meals a day, 
I stress to the mothers that there no longer 
is a schedule and that their babies are on three 
meals a day. Gradually the latitude of the 
time for each meal is widened so that the obli- 
gation on mothers for feeding the babies at 
certain hours is greatly lessened. This is an- 
other important example of how the babies 
learn to fit into the pattern of family life. 

We should say a few words concerning the 
introduction of scrambled eggs into the sched- 
ule. Over the years a frequent observation 
concerning the use of hard-boiled egg yolk was 
its tendency to cause gagging, vomiting and 
even refusal to eat it. The gradual experi- 
mental use of the whole egg, preferably a small 
portion of a very soft scrambled egg, has in 
most instances overcome the shortcomings of 
egg yolk alone. The bacon that subsequently 
goes with it is naturally very crisp, and, after 
being cut with a knife, is mashed well with the 
back of a fork before feeding. 

It may be well to mention here some of the 
advantages of this schedule. 


TABLE 1 
SIX HOUR FEEDING SCHEDULE 


Feedings at 6 - 12 - 6 - 12 
Offer water between feedings but nothing between 
midnight and 6:00 A. M. 
At 2 to 5 days: Cereal at 6 A. M. and 6 P. M. (Oatmeal and 
barley suggested as starters) 
At 10 days: Strained vegetables at 12 noon (Peas, beans, carrots 
suggested as starters) 


At 14 days: Strained meats (either at noon or 6 P. M.) 
At 17 days: Soups, meat and vegetable combinations 


Midnight Feeding may be dropped at anv time. Then aim 
toward feeding: breakfast, 7 to 9; lunch, 12 
to 2; dinner, 5 to 7. 
At Weekly Intervals Add: 
3 weeks: Orange juice and sterile water, equal parts 
of each, at 6:00 A. M. Trv other juices later. 
4 weeks: Concentrated cod liver oil, 2 drops a day at 
the beginning, increasing one drop a month up 
to 5 drops daily. 
5 ae Egg (scrambled, coddled or hard-boiled egg 
volk) 
6 weeks: Strained fruits at 6 P. M. (Applesauce, 
3 peaches, pears suggested as starters) 
7 weeks: Mashed banana, very ripe 
8 weeks: Custard, puddings 
9 weeks: Crisp bacon 


Formula: 
Milk 2 7 8 9 10 
Water 3 11 12 12 12 


“Going Home” formula 
For cereal where nursing 
ALL NEW FOODS are begun at one teaspoonful and sub- 
sequently _increased rapidly. Do not make more than one 
change dai'v (i.e.—new foods or change in formula). 
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1. Fewer eating problems are encountered 
as these babies grow, probably because these 
infants are taught almost from birth that there 
are other foods besides milk. 

2. There is an easy acceptance of food from 
a spoon, since these babies are fed from a 
spoon at two days of age. We have never en- 
countered a mother who stated her baby 
would not take food from a spoon, which we 
often encountered when spoon feeding was 
not begun until at two to three months of 
age. 

3. The use of vitamins and mineral supple- 
ments is optional, and more often than not is 
unnecessary because these infants receive the 
minerals and vitamins in their food which is 
their natural source. Mothers do not get a 
false sense of security by allowing infants to 
have synthetic vitamins in place of necessary 
foods. 


4. Parents of these babies are happier and 
more emotionally stable than the parents ex- 
posed to a “demand philosophy.” 

5. The babies themselves are far happier 
and more contented. These infants early be- 
come independent and learn to amuse them- 
selves because they are left to their own de- 
vices. Psychiatrists notwithstanding, it is my 
belief that too much of the “frustration psy- 
chology” has been allowed to permeate our 
ideas of baby-raising. In my opinion frustra- 
tion is not undesirable but rather it is the re- 
action to the state of frustration that is im- 
portant. 


6. If one doubts the wisdom of continuing 
a high lipid or cholesterol diet throughout 
childhood and adulthood, as is believed by 
many internists and cardiologists, here cer- 
tainly is an answer to such a problem. Further, 
if one is to accept the recent nationally pub- 
licized tenets of our learned discussant, Dr. 
McDaniel, whereby man would shortly live 
to 150 years, I would focus your attention to 
his first statement whereby man would rid his 
body of cholesterol though he did not state 
how this could be attained. In this feeding 
schedule one could possibly attain this state 
for by the twelfth month of age most of the 
babies on this schedule are taking a very lim- 
ited amount of this oft-termed “unnatural 
food” —milk. 


7. Many doctors in Florida using this sched- 
ule have noticed a decrease in the incidence 
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of diarrhea. This, they feel, is due to the im- 
mediate consumption of the contents of each 
bottle at each feeding rather than doling out 
its contents over a longer period of time at 
the whim of the baby. This latter practice, I 
might mention, is rather prevalent among the 
lower economic and intellectual groups and 
furnishes an ideal source of bacterial contam- 
ination. 

8. Many of the mothers with their babies 
on this feeding schedule feel there are in- 
creased health and developmental benefits de- 
rived from its use. Naturally, I, as a medical 
man, cannot make such a radical statement 
due to the limited time of 6 years during 
which this schedule has been in use. 

9. This schedule allows for a better rela- 
tionship between other children in the family 
and the baby. Older siblings are quick to 
note when new arrivals are usurping their pre- 
vious allotted attention, and when they find 
the baby is not taking most of the mother’s 
care and attention they are more willing to 
accept the new arrival into the family group. 

10. Inquiries from many foreign countries, 
concerning the use of solid foods native to 
each country in place of more expensive im- 
portations of canned milk, have impressed me 
with the feasibility of substituting such foods 
in areas where milk is unavailable, or even 
where a baby is allergic to milk. 

To be perfectly fair I feel I should also cite 
the criticisms that have come to my attention 
regarding this revolutionary concept. They 
are as follow: 


1. Allergies. It has been implied to me on 
many occasions that with the early introduc- 
tion of foods there will be more allergic reac- 
tions. None of the physicians using this 
schedule, nor I personally, are willing to ac- 
cept this criticism. To the contrary, we must 
consider the possibility of a greater amount of 
allergy from a routine where milk, not moth- 
ers milk, is the only or main constituent of an 
infant’s diet for long periods of time. Rinkel, 
an authority on allergy, stresses in his book 
the importance of the principle of rotation of 
foods for the avoidance of allergic reactions, 
and certainly dietary concept stresses an early 
rotation of foods. 
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2. Another question which frequently 
arises is the possibility of this schedule re. 
ducing the number of nursing mothers. While 
I cannot claim any increase in the number of 
nursing mothers, I certainly have not found 
that there has been any diminution in their 
numbers while using this schedule. There. 
fore, it is my opinion, based on statistics gath- 
ered by me, that this schedule has nothing to 
do with the ability or inability to nurse a 
child. 

3. It has been said that these babies are 
not ready for, or not prepared to assimilate 
solid foods so early in life. This I am inclined 
to refute on the basis of the many scientific 
papers written on this subject to show that 
these foods are easily handled and well as- 
similated in good part by babies in the ne- 
onatal period. 


4. Itis said I deprive the infants of parental 
emotions including love. This is a fallacy as 
there is no lessening of the amount of love 
displayed, but rather the display of maternal 
love is encouraged at a time when the baby is 
good or asleep rather than when it is crying. 


5. The possibility of choking on solid foods 
is always another question that arises. My 
feeling is that most babies choke on vom- 
itus at one time or another regardless of the 
type of food taken in and that milk curds, as 
in vomited gastric contents, can be a source of 
more trouble than the much smaller homog- 
enized particles of the so-called solid foods. 
Again, one must consider the treatment of 
pyloric stenosis when thick gruel is given to 
vomiting babies. 


Naturally I would be most elated to report 
a wide acceptance of this dietary philosophy by 
physicians, but I fear that its revolutionary as- 
pects have precluded such a possibility. This 
reminds me of the Tennessee doctor who put 
me on a pedestal by writing how absorbed he 
was in reading one of my preliminary reports, 
and then promptly pushed the pedestal over 
by ending his letter with the tersely doubting 
question, “Doctor, how many babies of your 
own do you have?” Fortunately, I was able to 
get an immediate reply off to him with a sup- 
porting snapshot of my four children, two of 
whom have been raised on this schedule. 


‘ 
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Early Feeding Program: Part 11° 


J. E. CREWS, M.D., Orlando, Fla. 


SEVEN YEARS AGO I first began feeding infants 
solid food at an early age. At that time I fed 
infants a cereal and banana mornings and 
evenings at the age of two and a half months. 
The babies tolerated these foods and seemed 
to enjoy them so much that, over a period of 
a year, I gradually increased the variety of 
foods to include all of the strained baby foods, 
fruits, vegetables and meat products. After 
about a year of this I placed most of the 
babies I delivered on a three-meal-a-day pro- 
gram at the age of three months. The time 
interval between birth and the institution of 
this three-meal-a-day program was gradually 
shortened. Almost two and a half years ago, 
I began a three-meal-a-day program on the 
second day of the baby’s life in the hospital. 
Most of the nurses on the obstetrical floor 
were interested in this program, and without 
their cooperation the program could not have 
been carried out. For this I wish to thank 
Miss Lenora Trimmier, the supervisor of the 
obstetrical floor and her personnel of the 
Florida Sanitarium and Hospital in Orlando, 
Florida. 

Feeding infants solid food at an early age 
is not a fad, neither is it a panacea. However, 
I do feel it is a step in the right direction in 
the proper feeding of infants. No difficulty 
whatsoever is encountered in giving these 
babies solid foods. They take the food easily, 
readily, and with relish. Oftentimes infants 
will take solid foods in preference to milk. 
Of course this is not allowed and it is seen 
to that the baby gets an adequate amount of 
feeding formula. Some state that infants will 
do their best to spit out solid foods at such 
an early age. I have not encountered one baby 
who did not readily accept solid foods. Moth- 
ers who wish to nurse their babies have fewer 
problems with their breasts or their ability 
to nurse a baby on this program than on a 
demand-feeding schedule. Mothers who wish 
to nurse their babies can easily train their 
breasts to be nursed only three times a day. 


_ *Read before the Section on General Practice, Southern Med- 
ical Association, Fortv-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 


Occasionally it is necessary to pump one of 
the breasts or possibly both during the night, 
just enough to relieve the tension until the 
breast is trained. This has been done in many 
instances. 

Unless the baby is premature, the birth 
weight has no bearing on placing the infant 
on this three-meal-a-day schedule, provided 
of course he is healthy and there are no ab- 
normalities. There have been several five 
pound babies on this schedule who have 
thrived and developed satisfactorily. Contrary 
to the belief of many very few allergic prob- 
lems have been encountered in feeding infants 
solid foods at an early age. As a matter of 
fact, there has been less allergy on this sched- 
ule. Several babies have developed allergic 
manifestations, but they were kept on a three- 
meal-a-day program and have developed 
normally and satisfactorily in every sense of 
the word. Infants who are fed solid foods at 
an early age generally have less colic and 
fewer feeding problems. They are happier 
and more contented and seem more secure 
than on a demand-feeding schedule. The in- 
cidence of colds and upper respiratory infec- 
tions is definitely less in babies that have been 
on this program. When they are discharged 
from the hospital at the end of five days, 
most of them have slept through an entire 
night, one or two nights. It is not uncommon 
for most of these babies to have slept through 
on the third or fourth night without awaken- 
ing except to have their diapers changed. 
Needless to say, if an infant does not get an 
adequate amount of nourishment, he will be 
restless and cry during the night. However, 
this can be easily overcome by adjusting his 
food intake. The following program is given 
to the mothers on their discharge from the 
hospital on their fifth postpartum day: 

6 A.M. 1. Cereal (Any standard brand of infant 
cereal.) Begin with 1 tablespoon, in- 
crease as tolerated. Mix with enough 
formula to make palatable. 

2. Banana. Be sure it is ripe; give up to 
one-half banana. Whip with fork until 


light. Canned banana may be sub- 
stituted, and may be mixed with cereal. 
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8. As much formula as the baby desires. 
9 A.M. Orange juice. Fresh, frozen or single 
strength canned juice, half strength, may 
be used. Gradually increase to full strength. 
Give the baby up to two ounces. Vitamin 
drops. 
12 Noon 1. One or two vegetables. Choice of 
spinach, carrots, peas, string beans. 
Warm and season very lightly with 
butter or oleomargerine and salt. Baby 
may have as much as one-half jar of 
each. 
2. As much formula as baby desires. 
3 P.M. Orange juice. Same as 9 A.M. 
6 P.M. 1. One or two fruits. Choice of pears, 
peaches, apricots, prunes or applesauce. 
Give as much as baby desires. 
2. Cereal as for breakfast. 
3. As much formula as baby desires. 


Offer your baby water three or four times daily 
between meals. After the evening meal do not give 
the baby formula or water until breakfast the next 
morning. 


Keep the baby’s diapers dry during the night and 
he will sleep better. Do not turn on a light, speak 
to baby, or further awaken the baby while changing 
the diapers. 


If you will follow the program persistently for one 
week your baby will be sleeping through the entire 
night. Remember the success of this program depends 
upon the parents and not entirely upon the baby. 

Inasmuch as many infants will sleep until 
seven or eight o’clock in the morning, the 
mealtimes may vary according to the in- 
dividual family’s requirements. However, it 
is important that the baby keep on the same 
schedule daily. At the baby’s monthly office 
visits other foods are added. At four to six 
weeks of age the mother is instructed to grad- 
ually increase the variety of foods to include 
all strained fruits and vegetables prepared for 
the babies. At two months of age the strained 
meat products, in combination with vegetables 
or cereals, are added. Some mothers have 
added the meat combinations at four to six 
weeks of age. This is given at the baby’s lunch 
time. At eight to ten weeks, custards and 
puddings may be added to the evening meal. 
Mashed potatoes, which have been cooked 
well and seasoned with a little butter and 
salt, may be added to the baby’s lunch. Any 
flavor Jello may be given at lunch or supper. 
The Jello should be left out of the refrigera- 
tor for about 30 minutes before feeding. At 
three months of age one-half of a hard-boiled 
egg yolk, which may have a little formula or 
vegetable mixed with it, is added to the baby’s 
lunch every other day. At three months of 
age the baby is urged to take a few sips of 
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milk, water and fruit juice from an ordinary 
cup, once or twice daily. A training cup, 
which is a modified sucking device, is not 
recommended. Other fruit juices are added 
or substituted at any time after six or eight 
weeks of age. The mothers are instructed to 
never give the baby a pacifier. In addition to 
the questionable dental problem it may pro. 
duce, this teaches the baby he must have 
something in his mouth in order to be happy, 
At nine months of age junior foods are sub. 
stituted, and some foods from the table, 
which are prepared properly, may be added. 
Also at this time the bottle is completely dis. 
continued and homogenized milk is substi- 
tuted for the formula. Homogenized milk may 
be added sooner on some occasions. In over 
200 babies on this early feeding program in 
the past two and a half years, there have been 
no complications due to early feeding. There 
has been no instance of aspiration of food or 
other gastrointestinal upset other than an 
occasional instance of a loose stool, caused by 
specific food, which was relieved when this 
particular food was discontinued. The growth 
and development of these babies have been 
average or above in every instance. 


Discussion (Abstract) 


Dr. L. H. McDaniel, Tyronza, Ark. A year ago, for 
some unknown reason, I was chosen in our Section 
of General Practice to discuss the paper of one of 
the featured essayists, Dr. Klemme, on the subject of 
“Industrial Fractures of the Face.” At the outset, | 
assured Dr. Klemme that my experience in the sub- 
ject under discussion was so limited that I felt that 
I would make an excellent discussant for there would 
be no disposition on my part to try to overshadow 
the main speaker. Now, a year later, a similar un- 
explainable circumstance has arisen, that of discussing 
a new phase of infant feeding, a phase of infant feed- 
ing that even its most ardent enthusiast must confess 
still remains in the realm of the medical pioneer. 
Now, I do not want Dr. Sackett to think he is the 
first to feed solids, for in the cotton patches of 
Arkansas women have been chewing up biscuits and 
milk gravy, and mashing up potatoes and black-eyed 
peas, and feeding it to the babies for fifty years, and 
I came along and changed it to milk and Karo and 
vitamins. Now, I find myself in the position of 
changing my recommendations for infant feeding. 
How happy I am, a general practitioner, that so much 
of our advanced thought in many fields of medical 
endeavor originates in the brain of the alert, truth 
seeking, and ever striving “family doctor.” 


Certainly the old adage “fools rush in where Angels 
fear to tread” is out-of-date, antiquated, outmoded, 
reactionary and left behind in the middle of a 
twentieth century vision of doing something, marching 
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forward, and achieving new victories in medicine's 
great fight for man’s more abundant health and his 
more abundant life. 

The history of advance in medicine is the oft re- 
peated story of the medical pioneer ever storming the 
bulwarks of superstition, complacency, inertia, and 
outright antagonism to any change of set rules or 
procedures. May I not mention three or four pioneers 
whose bravery, persistence, logical thinking and ef- 
ficiency makes the path easier for each one of us.1 
On February 13, 1843, Oliver Wendell Holmes read 
to the Boston Society for Medical Improvement his 
paper on “The Contagiousness of Puerperal Fever,” 
in which he affirmed that women in childbed should 
never be attended by physicians who have been con- 
ducting postmortem sections or cases of puerperal 
fever; that the disease may be conveyed in this man- 
ner from patient to patient, even from a case of 
erisepelas; and that washing the hands in calcium 
chloride and changing the clothes after leaving a 
puerperal fever case was likely to be a preventative 
measure. Oh, yes, he stirred up the opposition of the 
obstetric fraternity of his day. And on the continent 
of Europe three years previously, Ignaz Phillip Sem- 
melweis was scoffed at and reviled because he wanted 


1. Garrison, F. H.: History of Medicine, Philadelphia, W. B. 
Saunders & Co., fourth edition. 1929, p. 435. 
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to use a nail brush in addition to the chloride of lime 
hand washes. Imagine the torment of this man, who 
listened to the cries of dying women on one hand 
and the rebuff of his theory which he knew and which 
he proved could prevent puerperal fever, on the other, 
and his reward was eventually insanity and death. 
Or Rene Laennec who was more successful in over- 
coming the ridicule hurled at him by the invention 
of his stethescope which then was only a cylinder of 
stiff paper or cardboard held together in his hands. 
Or Phillippe Pinel who at the risk of his own life and 
liberty struck the chains from mental patients and 
placed them in hospitals under lenient physicians 
who treated them humanely, an unknown man of 
medicine but a benefactor to all mankind. Yes, we 
must remember them all, the Oslers, the Kochs, and 
the Pasteurs, the Bantings, the Flemmings, the bac- 
teriologists and the researchers, for from the fruit- 
fulness of man’s pioneering mind comes his advance- 
ments. 

Yes, I am thankful for the spirit of pioneering, for 
scientific investigation, for the desire to be diligent 
in the unveiling of hidden truths, thoroughly ex- 
emplified by our friends, Dr. Sackett and Dr. Crews. 
May they have the privilege of reporting in the not- 
too-distant future many times their 950 cases they 
report today. Gentlemen, as an interested listener, | 
salute you both. 


Order forms for Golden Anniversary Key available from 


headquarters, 1020 Empire Building, Birmingham, Ala. 
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Bacteriologic Studies of Keratitis" 


MARY L. SIGTENHORST, M.S., and 


WENDELL D. GINGRICH, M.D.,t Galveston, Tex. 


Trauma or degenerative conditions permit infection of the cornea and are practically essential to 
such infections. The authors include the first reported instances of corneal infection by certain fungi. 


THE BACTERIOLOGY OF KERATITIS has been 
studied by numerous investigators yielding 
significant information as to etiology, source 
of infectious agent and type of therapy in- 
dicated. The results vary somewhat accord- 
ing to the methods used, the geographic 
region, the type of keratitis and the period of 
time of the investigations. For example, pneu- 
mococci were found most frequently in central 
corneal ulcer for many years! and as late as 
the 1940’s,? whereas, more recently, in New 
York City Moraxella lacunata was reported in 
84 per cent of such cases. In our present 
series neither is frequent. In marginal corneal 
ulcers, usually secondary to conjunctivitis, 
micrococci have been most common‘ and ap- 
parently continue to be such. The subject of 
corneal inflammations has been reviewed re- 
cently by Allen® and need not be considered 
further here except to re-emphasize the re- 
markable resistance of the cornea to infection 
except in the presence of some disorder such 
as trauma, disturbance of associated structures 
or metabolic dysfunction. 

On the basis of these contributory causes 
we have attempted to arrange the cases re- 
ported in the present study. Reference to 
table 1 reveals some difficulties in classifica- 
tion as, for example, whether keratitis sicca 
should be included with the degenerations or 
with trauma due to desiccation and whether 
the Pseudomonas ulcer superimposed upon a 
late stage of dendritic ulcer should rather be 
regarded as a form of trauma due to viral in- 
fection. Generally, however, the list does show 
some correlation between the type of contrib- 


*Read before a joint session of the Section on Ophthalmology 
and Otolaryngology and the Association for Research in 
Ophthalmology, Southern Medical Association, Forty-Ninth An- 
nual Meeting, Houston, Tex., November 14-17, 1955. 

+From the Department of Ophthalmology, and Department 
of Bacteriology and Parasitology, University of Texas Medical 
Branch, Galveston, Tex. 

Supported in part by a research grant RG-4185 C from 
the National Institutes of Health, Public Health Service. 


utory cause of keratitis and the type of micro- 
organism isolated, as pointed out below. 


Methods 


Although occasionally an inoculum was ob- 
tained from the anterior chamber or directly 
from the corneal lesion, the specimens usually 
were collected from the palpebral conjunctiva 
or fornix with a small, tightly wound cotton 
swab. Immediately after collection of the 
specimen, blood agar and _ supplemented 
chocolate-blood agar plates were inoculated. 
There was rarely more than a 15 to 20 seconds 
lapse between the collection of the specimen 
and the direct inoculation of media. The 
plates were incubated at 37° C. in a candle 
jar under increased carbon dioxide atmos- 
phere. 

The methods used in this investigation in- 
clude many standard bacteriologic procedures, 
but we have also utilized special tests for more 
specific identification of organisms than is 
commonly carried out in routine laboratory 
work. Primary identification of the isolate 
was based on staining, morphologic and co- 
lonial characteristics. Depending on the re- 


TABLE 1 


CONTRIBUTORY CAUSES OF KERATITIS 
IN CASES STUDIED 


Trauma (recent) 
Mechanical: foreign body, abrasion, laceration, 
surgery i3 
Chemical: sulfur dioxide 1 
Exposure or Desiccation: comatose, neuroparalytic, 


lagophthalmos, keratitis sicca l4 
Secondary to other infection 
Conjunctivitis and/or blepharitis 10 
Metaherpes 
Tuberculosis 1 
Degenerations 
Keratinization 
Ancient injury 4 
Ancient inflammation 7 


Bullous keratitis 3 
Fascicular keratitis 1 
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sults of the preliminary tests, further identi- 
fication was based on pigment production, the 
coagulase test for micrococci, growth factor 
requirements and hemagglutination test for 
Hemophilus species, solubility in sodium 
desoxycholate to distinguish pneumococci, 
type of hemolysis produced, the oxidase re- 
action, the liquefaction of gelatin by micro- 
cocci and coagulated serum by Moraxella, 
nitrate reduction, and other biochemical ac- 
tivities such as fermentation tests, production 
of indol and hydrogen sulfide, and tests for 
the utilization of ammonium phosphate by 
micrococci and citrate and urea utilization by 
gram-negative, nonhemophilic bacilli. Sensi- 
tivity tests to the antibiotics and sulfonamides 
were done on blood agar plates using Difco 
sensitivity disks. In some instances the rapid 
procedure described by Bass* for determining 
antibiotic susceptibility was employed. 


Results 


Since December, 1952, approximately 100 
bacterial cultures have been obtained on 56 
patients having keratitis or degenerative dis- 
eases of the cornea. A tabulation of the isola- 
tions is given in table 2. 

It was observed that the use of any solution 
or ointment, whether for anesthetic or thera- 
peutic purposes, decreased the incidence of 
significant isolations. Discontinuation of med- 
ication for a few hours prior to the collection 
of the specimen was seldom satisfactory. 

Except in Pseudomonas aeruginosa infec- 
tions of several days duration, a mixed bac- 
terial flora was not uncommonly encountered 
in infections secondary to corneal trauma. In 
these cases the organisms isolated were those 
of the respiratory tract such as micrococci, 
streptococci, hemophilic bacilli, corynebac- 
teria and the nonpathogenic neisseria. In a 
very few instances one or more of these or- 
ganisms was present with Ps. aeruginosa or 
Proteus mirabilis. 


Ps. aeruginosa was recovered from the 
specimens obtained from 6 patients with 
corneal infections occurring secondary to 
trauma of a foreign body, abrasion or lacera- 
tion. One patient was seen two weeks follow- 
ing injury from a chip of wood to his only 
eye, and although a hypopyon ulcer was pres- 
ent and a descemetocele developed, the aque- 
ous culture was negative and intensive therapy 
yielded good recovery with only slight im- 
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TABLE 2 
TYPES OF ORGANISMS ISOLATED FROM KERATITIS 


Other 

Organisms Trauma Infections Degenerations 
Pseudomonas 10 1 
Proteus 4 0 0 
Paracolobactrum 1 1 0 
Alcaligenes 0 1 0 
Micrococcus 

coagulase-positive 4 5 2 

coagulase-negative 4 4 5 

undetermined 2 2 2 
Diplococcus 3 0 0 
Streptococcus 

alpha hemolytic 3 1 1 

beta hemolytic 1 0 0 
Hemophilus 2 0 1 
Mima 0 0 1 
Moraxella 0 0 1 
Corynebacterium 4 2 4 
Candida 1 0 0 
Norcardia 1 0 0 
Fusarium 1 0 0 
No growth observed 4 2 7 


pairment of vision over that which was due 
to an immature nuclear cataract. Another 
patient was struck in the eye by a mulberry 
leaf, one by a cotton plant and three others 
developed Pseudomonas infections following 
injury by unidentified foreign bodies. Two 
of these came to enucleation and a third may 
be considered to have come to an equivalent 
result as the patient inadvisedly left the hos- 
pital before adequate therapy was completed. 

One patient with absolute glaucoma was 
classified as neuroparalytic keratitis due to 
retrobulbar alcohol block. The patient re- 
turned to the clinic some months later with 
Pseudomonas ulceration and hypopyon fol- 
lowing the use of tetracaine drops for the re- 
turn of pain. Enucleation was done. Ps. 
aeruginosa corneal infection developed sec- 
ondary to an exposure keratitis in two semi- 
comatose patients. One of these had post- 
operative complications following abdominal 
surgery and the presence of Ps. aeruginosa in 
drainage from abdominal sinus tracts, as well 
as in the urine, was a likely source of the or- 
ganism in this case of keratitis. The drying 
of the cornea in keratitis sicca was a predis- 
posing factor to the development of infection 
with Pseudomonas in one patient. 

One patient with dendritic keratitis of two 
months duration suddenly became worse fol- 
lowing the instillation of fluorescein into the 
eye to observe the extent of corneal involve- 
ment. Pseudomonas was isolated from the in- 
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fected eye and cultures of the fluorescein 
yielded the organism. It is interesting to note 
that the fluorescein solution still contained 
viable Ps. aeruginosa more than a year later. 

Of the total of 11 cases having Psewdomonas 
infections, useful vision was preserved in 5, 
one patient died, enucleation was done in 4 
and the result in a fifth case may be presumed 
to have progressed to a severe endophthal- 
mitis. In one patient, in whom useful vision 
was preserved, the infection was definitely re- 
lated to the use of an ophthalmic solution of 
fluorescein. 

Proteus mirabilis was isolated in pure cul- 
ture from a corneal suture abscess following 
cataract extraction. Specimens obtained pre- 
operatively had contained only coagulase- 
negative micrococci and the solutions used in 
the eye following operation were determined 
to be sterile. With vigorous therapy of oral 
Chloromycetin and topical application of 30 
per cent sulfacetamide the infection was cured 
and useful vision retained. 


P. mirabilis was isolated in a mixed culture 
with alpha hemolytic streptococci, micrococci 
and corynebacteria from an infection second- 
ary to a corneal abrasion. Mixed cultures were 
obtained from two patients with exposure of 
long standing. One patient had cicatricial 
ectropion due to burns of the right upper 
lid. The other patient from whom P. mirabilis 
was isolated was admitted with a perforated 
globe which resulted from the exposure pro- 
duced by an intraorbital tumor extending 
from the maxillary sinus. The cultures from 
the preoperative specimen contained, in addi- 
tion to the Proteus, predominantly a hemo- 
philic bacillus with Micrococcus pyogenes 
aureus, and alpha hemolytic and beta hemo- 
lytic streptococci were present also. 


When M. pyogenes aureus was isolated from 
patients with corneal infections secondary to 
trauma, other bacteria, frequently those of the 
upper respiratory tract, were usually present. 
Coagulase-negative micrococci, neisseria and 
corynebacteria were the usual associates. 
Coagulase-positive Micrococcus and Pseudo- 
monas were isolated from one of the comatose 
patients and from one patient with keratitis 
sicca. 


M. pyogenes aureus was isolated in pure 
culture from one patient with blepharokerato- 
conjunctivitis and from one patient with 
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keratitis secondary to chronic catarrhal cop. 
junctivitis. The organism was present with a 
very few colonies of Paracolobactrum inter. 
medium in the cultures from a patient with 
keratoconjunctivitis of one month’s duration, 

A heavy growth of M. pyogenes aureus was 
present with a lighter growth of alpha hemo. 
lytic streptococci and Neisseriae in the cul. 
tures inoculated with specimens collected 
from a 13 year old boy. This child had vernal 
catarrh which could be well controlled with 
cortisone but had failed to receive medica. 
tion for several weeks and was admitted to 
the hospital with bilateral corneal abscesses. 

M. pyogenes aureus was isolated from the 
conjunctival specimen collected from a three 
year old negro boy who quite possibly had 
keratitis resulting from tuberculosis. This 
child had radiologic evidence of pulmonary 
tuberculosis and a positive tuberculin test in 
a dilution of 1:10,000. There was improve- 
ment of the conjunctivitis on sulfonamide 
therapy but the cornea was not completely 
clear 18 months later. During this period the 
child had received isoniazid and streptomycin 
for his pulmonary lesions. 


Pneumococcus was isolated from only three 
patients in this series, all of whom had kera- 
titis related to desiccation. One of these pa- 
tients had neuroparalytic keratitis and was 
admitted to the hospital with perforation of 
the involved eye. Two of these patients had 
infections secondary to exposure, one woman 
due to severe exophthalmos and a three year 
old child with congenital ectropion of the 
lids. After prolonged topical therapy of the 
latter case, specimens collected from the ex- 
posed conjunctiva yielded Candida albicans, 
although the appearance of the cornea was 
not that of a mycotic infection. 


Of the rarer bacterial findings, Moraxella 
liquefaciens (of Petit) was isolated from a dis- 
organized eye following injury three months 
prior to the isolation. There was present, in 
addition to superficial ulceration, incarcera- 
tion of the iris, opacity, and vascularization of 
the cornea. The same organism was isolated 
from severe catarrhal conjunctivitis of the 
fellow eye. 


Mima polymorpha var. oxidans was present 
with coagulase-negative micrococci in the 
specimen from a disorganized eye (old injury 
or infection). Some workers*® consider this 
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oxidase positive strain of Mima polymorpha 
as Moraxella non-liquefaciens. In the early 
literature this organism probably has been 
referred to as Hemophilus duplex non-lique- 
faciens. 

An aerobic, acid-fast actinomycete was 
present in the specimens collected from a pa- 
tient who had been struck in the eye by the 
branch of a cotton plant two months before 
referral. Hypopyon and central ulcer were 
present. He had received a number of topical 
therapeutic agents with little benefit. Excel- 
lent results were obtained with treatment 
consisting of 30 per cent sulfacetamide, atro- 
pine and later cortisone. 

Although Fusarium spp. are usually con- 
sidered plant pathogens or cultural contam- 
inants, this filamentous fungus was isolated 
from a patient who had got rust in his eye 
approximately two weeks prior to the isola- 
tion. Fungus elements were demonstrated in 
scrapings of the cornea. Improvement was ob- 
served over a period of three weeks of therapy 
with the fungicidal antibiotic, nystatin (My- 
costatin), but recurrence of the infection was 
seen in the posterior third of the cornea a 
week after cessation of treatment. Although 
improvement was noted following iontopho- 
resis with sodium sulfacetamide, the disease 
proved to be of a chronic, recurrent nature. 
Three months after the onset of the infection 
the final result was still doubtful. 


One other case of mycotic corneal ulcer was 
observed in an eye with absolute glaucoma. 
Although the fungus was not isolated, sections 
of the enucleated eye showed the presence of 
fungus bodies considered typical of Scopula- 
riopsis. This fungus and Fusarium are re- 
ported here apparently for the first time in 
association with corneal ulcer in North Amer- 
ican literature. Both cases received inadequate 
early simple routine care of corneal injuries. 


Discussion 


All instances of bacterial keratitis, from the 
superficial to the deep and perforating, in 
the present series of cases had contributory 
factors of some form of trauma, related in- 
fection or“degeneration. Of the serious bac- 
terial invaders, Pseudomonas aeruginosa is 
outstanding in frequency of occurrence as well 
as in the rapidity of the destructive process. 
Although useful vision was preserved in a 
majority of these cases, the conclusion of 
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Moorman and Harbert® as to the necessity of 
very early and adequate therapy of Pseudo- 
monas infection for the preservation of visual 
acuity was confirmed by these studies. Sim- 
ilarly, the rapidly progressive postoperative 
infection by Proteus! has been observed in 
this series but the species identification in this 
instance was Pr. mirabilis rather than vulgaris. 
In a study of over 1,500 specimens, the former 
species was implicated in all of the Proteus 
isolations from ocular diseases studied, where- 
as Pr. vulgaris was isolated from only one 
preoperative specimen. 

In this series Diplococcus pneumoniae was 
isolated from only three cases of keratitis, 
none of which were related to mechanical 
trauma. In this connection it may be men- 
tioned that pneumococci have been present 
in less than 0.5 per cent of over 700 pre- 
operative cultures of the conjunctiva which 
have been collected on patients from widely 
scattered regions of the state. While there pos- 
sibly could be a regional factor in the scant 
pneumococcus isolations in keratitis, it would 
appear that the decline of this organism in 
corneal as well as conjunctival disease is gen- 
uine and general in distribution. Improved 
hygiene, including prompt and adequate care 
of the eye and frequent use of sulfonamides 
and antibiotics to which pneumococci gen- 
erally are sensitive may have reduced this 
formerly frequent ocular pathogen to a minor 
status. 

Since Micrococcus pyogenes aureus is the 
pathogen most frequently isolated from con- 
junctivitis and blepharoconjunctivitis in this 
area, it is not surprising that this organism 
was most frequently implicated in keratitis 
developing secondarily to infections of the 
conjunctiva or lid margins. As would be ex- 
pected the corneal lesions resulting from these 
infections are usually marginal in location. 

Although Mima, Moraxella and Hemo- 
philus were associated with severe corneal in- 
fections in this series, the diseases were of a 
chronic nature and secondary to corneal dam- 
age. The relatively long time required for 
the production of severe corneal disease or 
endophthalmitis would indicate that these 
organisms have rather feeble invasive powers. 


Three cases of mycotic corneal ulcer in this 
collection of 56 cases indicates a higher in- 
cidence of keratomycosis in the United States 
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than is commonly recognized. The disease may 
be of a slowly progressing nature but per- 
sistent therapy is required to cure such an in- 
fection. 

The bacteria commonly associated with the 
upper respiratory tract, such as coagulase- 
negative micrococci, corynebacteria, alpha 
hemolytic streptococci and some species of 
Neisseria may be present normally on the 
conjunctiva. The role of these bacteria in 
ocular infections is difficult to evaluate. 


Summary 


In a study of the bacteriologic findings in 
various forms of keratitis, the significance of 
contributory causes as trauma, associated in- 
fection and degenerative conditions in ail 
cases is recognized. 


Pseudomonas aeruginosa, a rapidly destruc- 
tive invader, was the organism most frequent- 
ly isolated. In the 11 cases observed, useful 
vision was preserved in 5, one patient died, 
enucleation was done in 4 and endophthal- 
mitis may be presumed to have developed in 
one patient. Early adequate therapy was 
necessary for successful results. 


Among the bacterial infections which are 
considered to have progressed to corneal ab- 
scess or endophthalmitis, Ps. aeruginosa was 
responsible in 9, Pr. mirabilis in 2, M. pyo- 
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genes aureus in one, D. pneumoniae in one, 
and mixed organisms in a few instances. 


Three cases of mycotic corneal ulcer are re. 
ported. One, caused by Nocardia spp., yielded 
to simple, frequent topical application of sul- 
fonamide. Another, in an eye with absolute 
glaucoma, revealed an organism probably of 
the genus Scopulariopsis. Fusarium spp. was 
isolated from a third instance of ulcer which 
proved to be of a chronic recurrent nature. 
The latter two fungi, Scopulariopsis and 
Fusarium, are reported apparently for the 
first time as the cause of corneal ulcers in 
North America. 


The authors wish to thank Dr. Mary E. Pinkerton 
for the identification of the fungi, Scopulariopsis and 
Fusarium. 
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Multiple Therapy in Vaginitis with 


Gynben 


RONALD F. NORRIS, M.D.,¢ Houston, Tex. 


The author reports good results in the treatment of vaginitis of whatever cause by use of a 
vaginal insert containing more than a half dozen ingredients. The results for a specific 
infection are difficult to evaluate in this type of therapy. 


ALTHOUGH IT IS SCIENTIFICALLY MORE AC- 
CURATE to treat each case of vaginitis accord- 
ing to the specific cause, such an approach is 
often inexpedient and unsatisfactory: inex- 
pedient because some practitioners are not 
equipped to determine the etiology of each 
case or will not choose to do so, and unsatis- 
factory because many cases that are initially 
caused by Trichomonas vaginalis or by Can- 
dida albicans later become complicated by 
secondary bacterial organisms. These latter 
cases, if symptoms have been present for a 
long period of time, fail to improve rapidly, 
most likely because the bacterial vaginitis has 
not been treated concurrently with the pri- 
mary disease entity. 


Karnaky! has stated that a vaginal insert to 
be thoroughly effective should contain a bac- 
tericidal agent in addition to a protozoacide 
and/or a fungicide. There are available to- 
day many satisfactory medicaments which are 
effective, at least temporarily, in ridding the 
vagina of infection due to T. vaginalis or C. 
albicans. However, there have been very few 
reports of preparations which, when properly 
used, are effective against all three common 
causes of vaginitis. 

Tinsley? reported very successful results in 
the treatment of vaginitis due to the afore- 
mentioned causes using a new vaginal insert, 
Gynben.* It is true that this preparation con- 
tains multiple ingredients; however, in order 
for the preparation to be an overall effective 
one, a number of ingredients is necessary. 
Each Gynben suppository contains: 


Diiodo-hydroxyquinoline 100 mg. 
Sulfadiazine 500 mg. 
Diethylstilbestrol 0.1 mg. 


_tFrom the Department of Obstetrics and Gynecology, Baylor 
University College of Medicine, Houston, Tex. 


*Product of Bentex Pharmaceutical Company, Houston, Tex. 


Sodium lauryl sulfate 6.54 mg. 
Tartaric acid 6 mg. 
Boric acid 130 mg. 
Dextrose 0.71 Gm. 
Lactose 0.71 Gm. 
Kaolin 0.71 Gm. 


Diiodo-hydroxyquinoline is a fungicide 
which is particularly useful against C. albicans 
and to a somewhat lesser degree against the 
Trichomonas. 


Sulfadiazine seems appropriate because of 
its effectiveness against a large variety of 
mixed infections of the vagina. Although 
oxytetracycline hydrochloride would probably 
be more effective against such mixed bacterial 
infections, it has been shown by Davis,’ 
Rakoff,t and Waisman® that the incidence 
of fungus infection of the vagina will ap- 
preciably increase when such an agent is em- 
ployed intravaginally. 

Stilbestrol in such a small dosage is not 
only of value in older women with atrophic 
vaginitis, but also helps restore the normal 
glycogen content of the vaginal epithelium 
and thereby abet healing in younger women. 
Such a small stilbestrol dosage results in no 
systemic effects, such as nausea or vaginal 
bleeding. Even when used in daily intravag- 
inal dosages fifty times as great, Funck-Bren- 
tano and Moricard* noted no interference 
with menstruation. 


Sodium lauryl sulfate is a powerful wetting 
agent, permitting intimate contact of the re- 
mainder of the medication with the usually 
inaccessible crevices of the vagina. It also re- 
moves lipid materials. Recent experimental 
studies indicate that a wetting agent is almost 
essential if the treatment of vaginitis is to be 
effective. Dextrose replenishes mucosal gly- 
cogen which, on its release and conversion to 
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lactic acid, maintains the normal vaginal 
state. Kaolin liquefies pus and _ facilitates 
drainage. The other elements present in the 
insert help to maintain the normal vaginal 
flora and to provide for acidity. 


Method of Treatment 


A total of 153 patients were selected at 
random; all complained of vaginal discharge 
or pruritus, or both. All cases were thoroughly 
evaluated, the vaginal discharges being 
studied in saline suspension for the presence 
of trichomonads and cultured on Nickerson’s 
medium for the presence of C. albicans. When 
neither trichomoniasis nor infection with 
Candida was diagnosed, the patient was 
classified as having bacterial (nonspecific) 
vaginitis. The many cases associated with 
chronic cervicitis were treated by electro- 
cauterization or electroconization as soon as 
the acute inflammation had subsided. 

The patient was instructed to take a hot 
douche each evening and, following this pro- 
cedure, to insert one moistened Gynben sup- 
pository high into the vagina. During men- 
struation it was recommended that the insert 
be used twice daily. Treatment was continu- 
ous for 24 days in each case. The patient was 
then instructed to use the treatment during 
the last three days of the menstrual period 
and for two days following menses for three 
more menstrual cycles. 


Results 


The 153 cases of vaginitis were grouped as 
follows: 


Candida albicans 79 
Trichomonas vaginalis 51 
Atrophic bacterial vaginitis 20 
Nonspecific vaginitis 3 


Of the 79 cases of infection with Candida, 
78 (99 per cent) were cured by the end of 
the three month treatment period. Of the 
51 cases of trichomoniasis, 39 (76.5 per cent) 
were cured. All of the 23 cases of bacterial 
vaginitis, whether associated with senile 
changes or not, responded to therapy. 

Used indiscriminately (without microscopic 
diagnosis) for all types of vaginitis, there 
would have been an overall 91.5 per cent 
cure rate. 


Most of the failures were in the Tricho- 


monas group. These cases were changed to 
other forms of medication with excellent re- 
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sults. The only failure in the Candida group 
was probably due to sensitivity to the drug. 


Comment 


Gynben, though not perfect, is an excel- 
lent all-purpose vaginal insert and can be 
used safely. Nonspecific vaginitis, particular. 
ly in elderly people with atrophic changes, 
responds with almost 100 per cent cure. Over. 
growth of C. albicans has not been encount- 
ered as it often is when an antibiotic is used, 
probably because of the presence of the fungi- 
cide and because sulfadiazine, a chemothera- 
peutic agent, is used. 

According to Gready* the recently de. 
scribed entity, Hemophilus vaginalis vaginitis, 
has also responded extremely well to this 
medication. 


The compressed tablet insert, because of 
its rather large size, is easily inserted into the 
vagina and is preferred by most patients to 
vaginal jellies. A pad is sometimes useful to 
prevent staining of clothing but, because of 
the irritating effect of the pad, it is not 
recommended unless absolutely necessary. 
The patient must be cautioned against 
scratching the vulva in the early stages of 
treatment; itching is relieved best by hav- 
ing the patient apply a wash cloth containing 
cracked ice to the area of pruritus. One 
should not neglect the importance of treat- 
ing the emotional component of the patient 
as has been stressed by Moore and Simpson’ 
and by Greenhill.® 


As has been indicated vaginitis due to C. 
albicans is more susceptible to this medica- 
tion than is that due to T. vaginalis. If the 
latter fails to respond to Gynben, the use of 
an arsenical insert will often effect a cure 
provided that other foci have been eradicated. 

One of the most frequent and important 
uses of Gynben in over 500 cases has been as 
a medication following cauterization and 
conization. It is particularly useful in this 
respect because of its estrogenic stimulation 
of the vaginal mucous membrane through 
local action of the stilbestrol, and through 
action of the other ingredients in keeping 
down secondary infection as well as main- 
taining proper acidity. The disagreeable odor 
which is characteristic of the sloughing pro 
cess has been completely banished by this 
treatment. 


During the first ten days of therapy, sexual 
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relations are discouraged in order to reduce 
the possibility of marital reinfection. In cases 
of frequent recurrence, when all possible foci 
of infection have been ruled out, including 
Skene’s glands, bladder and cervix, a urologic 
examination of the marital partner is in- 
dicated. 

Only two patients showed a sensitivity to 
the insert. Neither of these, when diagnosed, 
was serious. The iodine in the diiodo-hydroxy- 
quinoline and the sulfadiazine are apparently 
the two ingredients to which the patient is 
occasionally sensitive. 

In children and infants having vaginitis, 
such infections usually being bacterial, results 
have been gratifying. Infections of this type 
are attacked in two ways: (1) the vaginal 
mucosa is stimulated by the stilbestrol; and 
(2) susceptible microorganisms are directly 
attacked by sulfadiazine. This therapy should 
be combined with penicillin parenterally in 
gonorrheal vulvovaginitis. 


Conclusions 


1. A method of multiple type therapy for 
vaginitis by the use of Gynben is presented 
with the results. 

2. Gynben is effective (91.5 per cent) in 
all types of vaginitis. It is a safe, simple, use- 
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ful vaginal medication with rapid action; it 
should appeal particularly to the physician 
who is not equipped for making microscopic 
determinations from the vaginal smear. 


3. In this study the patients used just 
one insert daily. Since this study my patients 
use two inserts daily, morning and evening, 
a routine which I now find gives faster results. 
The douches are reduced to one every third 
day. 

4. A watery suspension of the insert, ap- 
plied as a douche, is effective in treating chil- 
dren with vaginitis. 

5. Slight sensitivity to one or two of the 
ingredients rarely occurs and has never been 
serious. 
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Ashton in describing Einthoven’s study of complete block with the electrocardiograph 
commented, “This method, while obviously impractical in a clinical study of cases, 
owing to the fact that in addition to a complicated apparatus, trained observers with a 
special knowledge of physics, are necessitated, nevertheless presents very accurate and 
interesting corroboration of other recent investigation.”—Am. J. M. Sc. 133:28, 1907. 
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Evaluation of Gastrointestinal 


Cytology: 


BENJAMIN G. OREN, M.D., and J. ERNEST AYRE, M.D.,f Miami, Fla. 


Cytodiagnoses applied to material from the stomach or colon surely deserves much and 
careful study as an important potential aid in the early diagnosis of carcinoma. 


THE APPLICATION OF THE STUDY OF ABNORMAL 
CELL MORPHOLOGY to the early diagnosis of 
cancer of the uterine cervix has led in recent 
years to its use in various other types of 
maligancy.! In the stomach, the abrasive bal- 
loon of Panico, Papanicolaou and Cooper? 
excited interest in gastric cytology; attempts 
to simplify the technic led to lavage with 
various digestive solutions. The results with 
chymotrypsin lavage have been reported to be 
increasingly accurate by Rubin and _ associ- 
ates,* and by others; it appears that specimens 
of excellent morphologic character can be 
obtained. The possibility has been suggested 
that gastric lavage with ordinary normal 
saline might be as useful as the papain or 
chymotrypsin methods. 


For the past three years, we have used a 
retractable rotating brush® in a polyethylene 
tube as a means of obtaining gastric, and more 
recently, colonic cells for study. Conflicting 
reports®.? have appeared in the literature re- 
garding the value of this method of obtaining 
cells for cytodiagnosis. This communication is 
concerned with our experiences with it, and 
an evaluation of its effectiveness and short- 
comings. 

Because the brush method has yielded re- 
sults which, in some instances, were mislead- 
ing, we have combined it with normal saline 
gastric lavage during the past 5 months in an 
attempt; (1) to increase the over-all accuracy 
of cytodiagnosis, and (2) to compare the 
brush method with the lavage method using 
normal saline as the washing medium. 


Differentiation of Benign and Malignant Cells 
The well-developed cancer cell in the gastro- 


*Read before the Section on Gastroenterology, Southern 
Medical Association, Forty-Ninth Annual Meeting, Houston, 
Tex., November 14-17, 1955. 

+From the Department of Medicine, University of Miami 
School of Medicine, and the Cancer Institute at Miami, Fla. 


intestinal tract can be easily differentiated 
from the normal mucosal cell by a character. 
istic picture, very similar to that of cancer 
cells in the uterus (Table 1). The cells in 
cancer are of varying size and shape, as com- 
pared to the uniformity seen in normal tissue, 
The nuclei are large; the cells may at times 
have the appearance of “naked” nuclei with 
no cytoplasm at all. The nucleoli within the 
cancer cell nucleus are multiple and large as 
compared with the smaller nucleoli of benign 
cells. The chromatin in the nuclei is dense 
and clumped while the nuclei themselves are 
of variable size and shape in the same cancer 
cell; the nuclei of benign cells contrast by the 
paleness of their color and the lack of promi- 
nence of the chromatin, while the shape of 
the nuclei is usually ovoid or spherical and 
fairly regular (Figs. 1 and 2). 

The cytoplasm also presents contrasts. It 
may be scanty or absent in malignant cells and 


TABLE 1 
CHARACTERISTICS OF GASTRIC CYTOLOGY 


Benign Malignant 
Cell Size Uniform Pleomorphic 
and Shape 
Nuclei Less prominent, ap- neat, almost fill 
proximated % to cell. “Naked” nuclei 
of cell volume present 
Nucleoli small 
Commonly pale, with Nucleoli multiple 
chromatin not and large 
prominent 
Uniform size, ovoid Hyperchromatic and 
or spherical shape dense chromatin 
Variable size and 
shape in same field 
Cytoplasm More present, in Scanty or absent 


relation to nuclei Acidophilic 


Less acidophilic May show vacuoles 
May be clumps but 
individual cells also 
seen, due to friability 


Tissue structure and  Anaplasia—loss of 


cell polarity seen in polarity in tissue 
tissue fragments fragments 


Other Features Sheets and clumps 
of cells 


|| \ 
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FIG. 1 


Benign cells from the stomach, arranged in sheets. There 
are four types of cells present: (1) clear nucleated cells, 
probably chief cells; (2) darker staining (acidophilic) cells, 
probably parietal cells; (3) squamous cells from the esoph- 
agus; and (4) a few leukocytes. 


has an acidophilic stain. Vacuoles may be 
present within the cytoplasm. 

Benign cells appear in sheets and clumps 
because of the tendency of the cells to adhere 
to one another, whereas in malignancy small- 
er clumps may appear, and often only single 
cells, because of the friability and lessened 
cohesiveness of the tissue. The tissue struc- 
ture of nonmalignant cells is maintained, 
and in many fragments the polarity of the 
cells persists, i.e., the nuclei seem to be in the 
same part of the cell and the cells are orien- 
tated toward each other in a structural fash- 
ion. This characteristic is lost in carcinoma. 

All of these changes are well-known to 
cytologists and pathologists alike and have 
been described many times. They are re- 
peated here to emphasize the ease with which 
typical cancer cells can be differentiated from 
normal tissue. Not so the atypical or border- 
line cancer cell. It is here that the training of 
the cytologist makes it possible to decide 
whether a cell is benign or malignant. Here 
also is one of the great pitfalls in the adapta- 
tion of cytodiagnosis to clinical medicine. 
Sometimes the cytologist may be unable to 
classify a specimen by definitely indicating 
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whether it is benign or malignant. Here again, 
application of clinical judgment by the phy- 
sician and the obtaining of additional speci- 
mens may be necessary, before a final decision 
can be rendered. 


Methods and Materials 


During this study, the gastric brush was 
introduced in 145 patients exhibiting a variety 
of gastric disorders. The brush was passed 
into the fasting stomach usually without 
fluoroscopic guidance. However, fluoroscopy 
was used for the manual direction of the 
brush tip through the abdominal wall if a 
known gastric ulcer was present. The pro- 
cedure took approximately 3 to 5 minutes 
and direct smears were made on slides, then 
fixed in alcohol-ether. Follow-up was ob- 
tained by a recent survey of as many of these 
patients as possible or through their phy- 
sicians, after a minimum of one and a half 
years. The results of this data will be discussed 
later. 

In the more recent phase of the study, only 
patients with known carcinoma were in- 
cluded. These had no preliminary prepa- 
ration, except that they took no food or water 


FIG. 2 


A typical cluster of malignant cells showing loss of polarity 
and asymmetry. 
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for at least 8 hours, as is customary prior to 
intubation. A Levin tube was passed into the 
stomach, after which 100 cc. of normal saline 
solution at room temperature was injected 
forcibly through the tube, aspirated and re- 
injected, while the patient was in the supine 
position. The patient was then asked to 
rotate his body twice through 360° in order 
to allow the fluid to reach all portions of the 
stomach. Following this, aspiration would 
yield 50 cc. to 75 cc. of the original lavage 
fluid, which was placed in a glass jar at once 
with an equal amount of 95 per cent alcohol. 
The procedure was repeated immediately, the 
two specimens being combined in one con- 
tainer. This material was taken immediately 
to the cytology laboratory of the Jackson Me- 
morial Hospital, where it was centrifuged and 
the sediment studied by the Papanicolaou 
method. Following directly upon the lavage, 
which took between 5 and 10 minutes, the 
gastric brush was introduced as already de- 
scribed; direct smears were made from the 
brushings and fixed in alcohol-ether. These 
were studied in a different cytology labora- 
tory,—that of the Cancer Institute at Miami. 
Thus each patient in this group had two dis- 
tinct cytologic studies by different laboratories. 


Values and Pitfalls of Gastrointestinal 
Cytology 


Willner and associates* have indicated the 
importance of positive cell findings in the 
diagnosis of carcinoma of the stomach. This 
has been confirmed by Browne and associ- 
ates,’? who maintain also that a negative report 
is valueless. We shall review these statements 
later in the light of our own experiences and 
their possible significance. 


The ease with which a specimen of cells 
can be obtained, and the apparent importance 
of positive findings, may lead to false opti- 
mism and premature dependence upon cyto- 
diagnosis in gastrointestinal malignancies. In 
our preliminary trials by this method, it was 
hoped that it might, because of its simplicity, 
be adapted to screening. Unfortunately, this 
has proved to be a false hope to date. How- 
ever, One must not assume that because a 
technic is not infallible it must be discarded. 
In our opinion the value of gastrointestinal 
cytology, using a brush to obtain material, is 
undiminished. Indeed, learning by experience, 
and selecting the proper cases for application 
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of this method may eventually yield much 
more information concerning early cancer jn 
the gastrointestinal tract. 


For instance, in our studies, we have found 
that the location of the lesion plays a great 
part in determining the accuracy of cyto. 
diagnosis. Furthermore, blind insertion of the 
instrument is probably much less reliable 
than manipulation under fluoroscopy, though 
the latter carries the hazard of radiation to 
the operator. 


Another pitfall is, of course, the absence 
of an ulceration in carcinoma. Some types of 
gastric cancer are situated below an unbroken 
mucosa. It is to be expected that a false neg- 
ative report would be obtained in such cases 
regardless of the method used for obtaining 
cells, whether it be by brush, lavage, or the 
use of digestive enzymes such as chymotrypsin. 

The occasional curling of the brush in the 
stomach may prevent adequate intubation, as 
described by Browne and associates.? This is 
particularly annoying in the cascade type of 
stomach, but perseverance in various posi- 
tions under fluoroscopic guidance usually 
allows adequate insertion of the instrument. 
Undoubtedly false negative results in cancer 
could result from routine use of the instru- 
ment without such guidance. Trauma is in- 
significant, though minor abrasions of the 
esophagus or stomach occur, and may be seen 
by endoscopy. No complications have re- 
sulted from them in our cases nor in the pub- 
lished experience of others.? 

The difficulties of getting specimens to the 
laboratory quickly have been avoided with the 
brush method by allowing the cells to be 
fixed immediately at the bedside, since the 
slides are made directly from the brush. It is 
possible then to mail the slides for interpre- 
tation without fear of their deterioration. The 
problem in gastric lavage is a little more dif- 
ficult, but by taking the lavage specimen, 
mixed with an equal amount of alcohol, im- 
mediately to the laboratory, it has been pos- 
sible to have the specimen centrifuged within 
two hours after it has been collected. 


In interpretation of the cells, once the slides 
have been stained, another pitfall presents 
itself, for here all depends upon the training 
and diligence of the cytologist. Some of the 
false positive and false negative results which 
we encountered were obtained early in the 
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course of our experience with gastrointestinal 
cytology. Each slide must be scanned care- 
fully and for an adequate time to be sure no 
cells are missed. It is only by repeated and 
prolonged use of this method of cell study that 
one becomes proficient, especially in atypical 
situations where the cells do not conform 
exactly to the usual criteria which have been 
described. 
Results 


As of October 31, 1955, a total of 145 
patients had been examined by the brush 
method of gastric cytology (Table 2). The 
diagnoses in these patients included suspected 
gastric carcinoma, benign gastric ulcer, hyper- 
trophic rugae, carcinoma of the pancreas or 
gallbladder, gastritis, and duodenal ulcer. 

Seven patients could not be traced for 
follow-up, and three were unsatisfactory tests 
which could not be repeated. 

The diagnosis in 127 of the patients was 
that of negative cytology. Of these, 122 have 
been followed up either by repeated physical 
examinations or by reports from their private 
physicians over a period of at least one and 
a half years. 

Eleven of the 122 who had follow-up neg- 
ative reports were found to be falsely negative 
(Table 3). Two of these carcinomas had 
esophageal stenosis as well, making adequate 
intragastric brushing impossible. In spite of 
the stenosis, cytology was attempted in the 
hope that esophageal brushing might yield 
cancer cells. Adequate insertion of the brush 
into the stomach occurred in two other pa- 
tients who were suspected of carcinoma by 
x-ray examination, in the distal portions of 
the stomach in both, but it was impossible to 
confirm these because the patients refused 
operation and further follow-up could not 
be obtained. Seven cases had proved carcinoma 


TABLE 2 
RESULTS BY THE BRUSH METHOD 


Cytology negative I & II 120 
Ill 7 

Cytology positive III+, IV & V 20 
Unclassified 1 
Unsatisfactory 3 
Total tests 151 
Total cases 145 
No follow-up (5 negative: 2 positive) 7 
Total cases with follow-up 138 
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TABLE 3 
FALSE RESULTS 


False negative (uncorrected) 11 
Stenosis of esophagus 2 
Suspected (not confirmed) 2 
Confirmed 7 

False positive 4 


of the stomach at either operation or autopsy; 
in 5 of these the lesion was also in the distal 
portion of the stomach. 

There were 4 false positives among the 20 
who had a positive cytologic report. One of 
these was one of our first patients who had a 
suspicious gastric rugal enlargement. Later 
repetition of the gastric cytology yielded 
normal cells. Another false positive appeared 
in an elderly, moribund woman who showed 
a grossly negative stomach at autopsy but in 
whom postmortem pathological study led to 
the suspicion that she may have had car- 
cinoma in situ. Pathologists who have studied 
these slides disagree with each other con- 
cerning this point. We are including this case 
as a false positive, though it may represent 
a true positive. A third patient with a false 
positive examination really had a grade of 
3+. (borderline) cytology and is still well 
two and a half years after her study, though 
a large gastric ulcer was originally present 
high on the lesser curvature. The fourth, also 
diagnosed as grade 3+, remains well on 
follow-up for two years. 

Gastric cytology, when it is negative, is 
claimed by Browne and associates’ to be en- 
tirely unreliable. We feel that if proper pre- 
cautions are taken for adequate placement of 
the tip of the instrument, a negative report 
may be of considerable use in management 
of the patient with a gastric lesion, especially 
gastric ulcer. In benign gastric ulcers we face 
a problem which often cannot really be solved 
except by operation. Yet, one is loathe to 
operate immediately on every patient with 
gastric ulcer. The use of a therapeutic trial 
during a short waiting period is not an ade- 
quate criterion of benignancy even if tem- 
porary healing occurs. Certainly the x-ray ap- 
pearance and gastroscopy have proved un- 
reliable. Cytology gives additional help with 
this problem, providing too much reliance 
is not placed upon it alone. In 35 patients 
with gastric ulcers who were treated medically 
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TABLE 4 


RELATION OF NEGATIVE 
CYTOLOGY TO BENIGN GASTRIC ULCER 


Proven by Surgery or Complete Healing 
Total Cases 35 


Type Ulcer Negative Doubtful Positive 
I, Ul, 11+ Il 
Gastric 
23 cases 22 0 1- (111+) 
Pyloric or 
Prepyloric 
12 cases 12 0 0 
Total 34 0 1 
TABLE 5 
GASTRIC BRUSH CYTOLOGY 
In Relation to Location of Carcinoma 
(23 Proven Cases) 
Involving Proximal 2/3 of Stomach 
Positive 16 (89%) 
False neg. 2 (11%) 
18 (100%) 
Involving Only Distal 1/3 of Stomach 
Positive 0 (0%) 
False neg. 5 (100%) 
5 (100%) 


(Table 4) or in whom laparotomy subse- 
quently showed nonmalignant ulcer, the 
brush was placed at the ulcer site under flu- 
oroscopic guidance; 34 yielded cell-specimens 
negative for cancer. All who were treated 
medically healed within 4 months after the 
institution of routine ulcer therapy and have 
remained well for a minimum of one and a 
half years to the time of the report. Though 
it is still possible for one of these patients to 
have gastric carcinoma, we believe it is fair 
to assume, after so long a follow-up period, 
that all had nonmalignant gastric ulcers. We 
have felt a little more safe during our medical 
follow-up of these patients with the knowl- 
edge that their gastric cytology was negative. 


During the past five months, an additional 
attempt was made to compare gastric brush 
specimens with gastric washings using normal 
saline in the manner described above. Only 
known carcinoma cases were included in this 
group. Unfortunately, not enough cases are 
in this series to be of great statistical sig- 
nificance. However, even though only 11 
cases are available in this group, certain im- 
pressions appear justified from this prelimi- 
nary study. Gastric brushing was positive in 
7 of the 11 (63 per cent) while washings were 
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positive in 5 of the 11 (45 per cent). However, 
in this small group, it is interesting that the 
two methods seem to supplement one another, 
In cases where the brush yielded a negative 
report, the washings were usually positive and 
vice versa; thus of the total of 11 cases only 
one gave a negative result by both methods, 


Nearly all of the cases where the brushings 
were positive had the lesion localized in either 
the body or fundus of the stomach, while 
false negatives appeared when the distal third 
of the stomach was involved (Tables 5 and 6). 
Conversely, gastric lavage yielded more ac. 
curate results in the distal third of the 
stomach. It is apparent that the brush does 
not easily reach lesions in the distal third of 
the stomach. However, it seems to be of 
definite value in the proximal two-thirds of 
the stomach. 


The over-all accuracy of gastric cytodiag- 
nosis can be studied in two ways from our 
data. The figures which relate the total of 
proved false reports to the total of cases 


TABLE 6 


GASTRIC LAVAGE AND BRUSHING IN CARCINOMA 
(11 Proven Cases) 


Involving Proximal 2/3 of Stomach (8 Cases) 


Lavage Pos. Neg. Brush Pos. Neg. 
3 5 7 1 
Involving Only Distal 1/3 of Stomach (3 Cases) 
Lavage Pos. Neg. Brush Pos. Neg. 
2 1 0 3 
Either brush or lavage positive 10 cases 
Both brush and lavage falsely neg. 1 case 


TABLE 7 


ACCURACY OF CYTOLOGY 
In Relation to Total Cases Studied 


Number Per Cent 


Total cases with follow-up 138 100.0 
False positive 4 
False negative 7 
(Corrected) 
Total false ll 79 
Total correct 127 92.1 
TABLE 8 


ACCURACY OF 
GASTRIC BRUSH CYTOLOGY IN KNOWN CARCINOMA 


(Excluding Unconfirmed Cases) 


Positive 16 (69.6%) 
False neg. 7 (30.4%) 
23 (100.0%) 


| | 
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studied (Table 7) yield the gratifying value of 
92.7 per cent, but this is probably misleading 
and shows one of the dangers of statistics. 

A more realistic appraisal would not use 
the total number of cases studied, but would 
relate the number of accurate results to the 
cases with proved carcinoma (Table 8). Here 
the brush method yields 70 per cent accuracy, 
which we feel is a fair representation of its 
true value. Our series, using both lavage and 
brushing, is too small to allow any fixed con- 
clusion, but it seems that an even higher yield 
of accurate results may be gained. 


Colonic Cytology 


A derivative of the gastric brush, adapted 
for use in colonic lesions, came into being 
about a year ago, stimulated by the request of 
a patient for cytology of a suspicious lesion 
in his descending colon, for which he refused 
to allow surgery. This brush differs from the 
gastric brush in the large, ball-like metal tip 
which can be easily inserted into the rectum, 
and then manipulated through the abdominal 
wall under fluoroscopic vision. It is important 
that the colon be thoroughly cleansed by 
castor oil followed by repeated saline enemas 


FIG. 3 


Colon brush in place at the splenic flexure. It is localized 
as nearly as possible at the site of the lesion under fluoro- 
scopic guidance. 
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FIG. 4 


Photograph of cells obtained by colon brush in our first 

case after one year of observation. The pleomorphism and 

~ of polarity of nuclei and cells is suspicious of malignant 
nge. 


prior to examination. Thus far we have had 
too few patients for statistical data; in three 
patients the diagnoses of colonic carcinoma 
were confirmed prior to operation by this 
method. In our first patient, the cells have 
changed in a period of one year from a 
benign character to what now represents, in 
our opinion, a suspicion of malignancy. In 
spite of this he has still refused operation 
(Figs. 3 and 4). 


We have been able to introduce this in- 
strument easily as far as the splenic flexure 
of the colon, and have obtained excellent 
specimens on every occasion of its use. Per- 
haps a word of caution is indicated here. We 
do not advocate its use in colonic polyps, since 
malignancy may be located deep below the 
surface and false reliance upon such a technic 
might be disastrous. However, a positive cy- 
tology should be of definite value in any 
suspicious colonic lesion, including polyps, 
and especially in patients with diverticulosis, 
where the clinical and x-ray picture may be so 
equivocal that it is difficult to decide without 
surgery whether cancer is present. 


Summary 


1. Follow-up studies for over one and a half 
years in 145 patients who had gastric cytologic 
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studies show that this is a useful adjunctive 
technic in the diagnosis of gastric carcinoma. 

2. Though false positive and false negative 
reports have occurred, the finding of cancer 
cells is of great value in confirming the diag- 
nosis of cancer of the stomach. A negative re- 
port is of value, especially in gastric ulcer, 
but only if great care has been used in ob- 
taining the specimen from the fasting stomach 
by fluoroscopic guidance of the instrument 
tip to the site of the ulcer. Negative cytology 
should never be used as the sole or even as a 
major criterion of benignancy. It is valuable 
as collateral evidence. 


3. The use of gastric lavage with normal 
saline immediately prior to gastric brushing 
apparently increases the accuracy of cyto- 
diagnosis, though such washings in themselves 
are probably inferior to the brush method 
alone. Lesions in the distal third of the 
stomach are most likely missed by gastric 
brushing without fluoroscopic guidance. It is 
suggested that chymotrypsin lavage followed 
by brushing might yield most accurate results. 


4. A method of obtaining colonic brush 
specimens for cytodiagnosis has been adapted 
from the gastric brush. It seems to be a sim- 
ple and promising technic which may be 
added to existing procedures where additional 
information is needed. However, its accuracy 
has not yet been determined. 
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Discussion (Abstract) 


Dr. H. R. Pratt-Thomas, Charleston, S. C. 1 feel it 
is a privilege to be allowed to intrude myself on a 
meeting of this kind as a mere pathologist, and I am 
deeply indebted for having been invited to appear. 

I probably should not discuss this paper because we 
have not yet used the gastric brush method in ob- 
taining gastric material. However, we are all interested 
in the same problems and we have used other methods. 
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So far we have examined some 700 patients by the cy: 
tologic technic and I must say that the results are ep. 
couraging, but by no means fully effective at the pres. 
ent time. I do not think there is any more challenging 
field in the diagnosis of carcinoma, at least by the 
cytologic method, than that presented by the stomach. 
This organ certainly tries to thwart you on every hand 
and make diagnosis difficult. 

I think the aim of cytologic diagnosis is essentially 
to perfect a technic which is simple, quick, Teadily 
adaptable and adoptable by a large number of people. 
So far most of the technics, and I think Dr. Oren 
will agree with this to some extent, are too compli- 
cated. When you begin to use fluoroscopic controls, 
or when you have to check one method against the 
other it becomes too complicated, too cumbersome, 
and physicians are not going to do it. In other words, 
we have to have a simple, widely-adopted technic 
which is also reliable. It may be that the brush, with 
which I am not acquainted personally, does supply a 
simple instrument which can be used by many in- 
dividuals and give reliable results. 


Our results have been exactly the same as Dr, 
Oren’s in so far as the lesions in the distal part of 
the stomach are concerned. These seem to be the most 
difficult to diagnose. Neoplasms in that area form a 
false pylorus which can be very graphically shown in 
surgical specimens, so that neither the mucolytic fluid 
nor the brush really gets down to the lesion. It is 
blocked by the barrier of neoplastic tissue and what- 
ever technic you use this particular type of carcinoma 
seems to be particularly resistant to diagnosis. 


I would like to show very briefly just a few slides 
to bear out what Dr. Oren has said in general about 
the cytologic technic and to illustrate what may be 
accomplished. 


Here was a patient who had vague, very indefinite, 
gastric symptoms and roentgenographically speaking 
there was nothing specifically wrong with his stomach. 
However, we made diagnosis of carcinoma by papain 
mucolysis and then held our breath waiting for the 
knife to fall, and to have the opportunity to examine 
the surgical specimen. 


This slide shows the normal mucosa in this stomach, 
and then you see a very marked transition in which 
there is complete cellular disorganization, but with 
very little cytologic abnormality. There are occa- 
sional large nuclei scattered around and some nu- 
clear-cytoplasmic disproportion. This brings out an- 
other point in which I think gastric cancer can be 
diabolical, namely, that some of them are well dif: 
ferentiated, and although Dr. Oren has paid the 
pathologist or the cytologist a very great compliment 
in saying that an expert can tell between the two, I 
am willing to admit that I do not think the expert 
can, at least if I can qualify, always tell the well- 
differentiated neoplastic cell. If you have a well- 
differentiated carcinoma, then the diagnosis may be 
very difficult. However, this is, we believe, true neo- 
plasmic transformation of the mucosa and represents 
a true in situ carcinoma which was limited in all 
areas to the mucosa. 


In conclusion, then, I would say that this method 
has not been perfected as yet, but that it is promising. 
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It should not be thrown into the scrap heap, but de- 
serves the time and effort of people, particularly such 
a group as yours, to analyze, to perfect, and see what 
results can be obtained with future refinements. 


Dr. Joseph B. Kirsner, Chicago, Ill. Dr. Oren and his 
colleagues have been doing excellent work in this very 
difficult field and we hope they will be encouraged 
to continue their efforts, with the hope of improving 
upon the 70 per cent range of accurate diagnoses now 
attained. As Dr. Caravati has indicated, our group at 
the University of Chicago has been interested in the 
problem of gastrointestinal exfoliative cytology for at 
least four vears. We have been fortunate in the asso- 
ciation of several competent young men who have 
devoted almost all their time to this problem; the ex- 
perience gained in this intensive effort, I think, has 
been extremely valuable in establishing exfoliative 
cytology in our hospital as a useful and, at times, 
decisive diagnostic procedure. We have not utilized 
the brush technic to any great extent. We have been 
interested primarily in mucolytic enzymes and the 
possibility that they might promote exfoliation of 
neoplastic cells. As you know, one of the important 
problems of exfoliative cytology is to collect for study 
sufficient quantities of exfoliated tumor cells. Malig- 
nant tumors often lose the normal cellular cohesive- 
ness; this defect permits the shedding or exfoliation 
of cells. However, since not all tumors manifest this 
change, the use of abrasive technic, mucolytic enzymes 
and other technics to facilitate the shedding of cells 
are important technical aids. 

The chymotrypsin technic has proved to be quite 
satisfactory in our hands and it avoids the use of an 
additional tube. Another procedure emphasized by 
our cytologists is to move the laboratory to the bed- 
side of the patient, thus permitting the centrifuging 
and the preparation of the material as soon as it is 
withdrawn. The failure to deal with the aspirated 
material promptly undoubtedly was an important 
handicap in earlier studies. We have found the neg- 
ative cytologic report of value, provided experienced 
cytologists are available. We have had the unfortunate 
experience in recent months of three patients with 
gastric ulcer, diagnosed as benign by a combination of 
technics, including exfoliative cytology, who were op- 
erated upon nevertheless, and who died of postoper- 
ative complications; at autopsy the ulcers in each case 
were completely benign, confirming the negative cyto- 
logic reports. I would agree with Dr. Oren, therefore, 
that the negative report should be taken seriously, 
particularly if the results of other diagnostic technics 
coincide with the cytologic evidence. 

We have also adapted the exfoliative cytologic 
technic to other parts of the digestive tract, including 
the colon. Thus, tumors located in the splenic and 
hepatic flexures of the bowel, and also in the cecum 
have been diagnosed accurately by this method. 
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I do think it is an important addition to the earlier 
recognition of gastric carcinoma and possibly other 
areas of the digestive tract. We have been able to 
diagnose carcinomas that could not be felt by the 
surgeon at operation; and in one case could not be 
seen by the surgeon with the stomach open, and yet 
the final tissue section confirmed the conclusion of 
the cytologist. As Dr. Pratt-Thomas has indicated, we 
must find ways of simplifying the technic. I doubt 
very much whether it will ever be adaptable for gen- 
eral use. I think of it more in terms of an effective 
technic available in the large medical centers of the 
country; with perhaps a procedure for preparing slides 
to be sent to these centers containing the experience, 
personnel, and the facilities for careful and expert 
evaluation of the material. 


Dr. Gordon McHardy, New Orleans, La. 1 concur 
with Dr. Kirsner. We must appreciate that this type 
of study is limited to institutions which have: first, 
the time and the exact technical procedures to obtain 
proper specimens; and, secondly, those who have the 
trained cytologist immediately available for the study. 

It is true that there may be centers to which cyto- 
logical slides may be sent, but in our experience it is 
better to know how the specimen is obtained and to 
have somone process it immediately and properly. 
Further, it takes approximately two hours’ time for 
each examination, to render a negative report unless 
one has an elaborate projection screening method. 

We are performing cytologic study primarily as a 
part of our diagnostic routine on those individuals 
who are referred for endoscopy. Therefore, it follows 
in the line of our morning’s work. In this way, per- 
haps, in these individuals a great number of whom 
are presurgical patients, we will be in the near future 
able to come to some conclusion. 

I do not think, however, at the present time that 
it should be considered in any way as a substitute for 
other diagnostic procedures, nor a substitute for ex- 
ploratory in those patients in whom our clinical 
evaluation is inconclusive. 

I am particularly interested in the fact that the 
distal third is the third, apparently, which escapes the 
brush. Personally, I am more impressed with how 
much more difficult it is to make a conclusive diag- 
nosis of a carcinoma in the cardiac end of the stomach 
rather than in the distal end, and therefore if the 
brush and lavage will answer all my questions in the 
proximal portion of the stomach, I will not be too 
concerned. 

Certainly, we have added something that has been a 
stimulus to all of us and I hope that the work will 
continue, not be deterred by a great deal of skepticism 
that has arisen. All of us must remain, as Dr. Oren 
is, conservative. 
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Radium Therapy of Cancer of the 


Head and Neck’ 


O. L. MORPHIS, M.D., Fort Worth, Tex. 


The author describes his experiences with the use of low-intensity radium needles in the 
treatment of carcinomas arising from the skin or mucosa of the head and neck regions. 


ALL PRACTITIONERS OF MEDICINE should keep 
in mind the true functions of the physician: 
1. To relieve pain. 2. To diagnose. 3. To 
relieve anxiety. 4. To restore the body to 
such a physiologic state that it can function 
in a fashion compatible with comfortable 
living. Extremely radical procedures that can- 
not fulfill these criteria should be avoided, 
since there is little to be gained by a person 
who is living but is in constant pain, or is 
disfigured to the point where mental anguish 
makes the individual a ward and constant 
strain on his family or on the state. 

Radiation therapy has offered many pa- 
tients complete cure from an extensive malig- 
nancy where surgical procedures would have 
been impossible. Many times the cure rate 
by radiation is considerably higher than by 
surgical measures. 


Cancers of the head and neck may be con- 
sidered as regional types of malignancies. The 
fundamental principle of adequate treatment 
of any malignant process is adequate treat- 
ment, not only of the primary lesions but of 
the immediate areas to which it metastasizes 
most readily. It is useless to treat the primary 
lesion and fail to treat the surrounding area 
to which the disease is most likely to go, since 
leaving one cell in an area has the same effect 
as no treatment at all of the primary disease. 


Technical Factors 


The radium needles contain 0.6 mg. radi- 
um per cm. active length and are filtered by 
0.5 mm. of platinum. Needles in use have 
active lengths of 1 cm., 1.6 cm., 3.2 cm. and 
4.8 cm. These needles have an eye through 
which nylon or silk is tied securely. They are 
inserted approximately 0.5 cm. below the sur- 


*Read before the Section on Radiology, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 


face of the skin or in the base of any fungat- 
ing type of lesion. The needles are placed ap. 
proximately | to 1.5 cm. apart and their ends 
are crossed by similar needles. This gives a 
grip type of pattern. There are certain funda- 
mental basic principles with which one must 
be thoroughly familiar when using radium 
implants, otherwise there will be areas of in- 
sufficient radiation or areas of too intense 
radiation. Needles are left in place for a 
period of seven days (168 hours) giving a 
minimum tissue dose of 6,000 gamma roent- 
gens within the grid. Antibiotics are given 
during the time radium is in place. 


Malignant Lesions Amenable to Treatment 


The types of lesions which commonly occur 
in the head and neck areas and that can be 
successfully treated by interstitial radiation 
are: squamous cell carcinoma, basal cell carci- 
noma, lymphoepithelioma and adenocarci- 
noma or carcinoma arising from the thyroid. 
The point of origin of these tumors actually 
becomes important only in relation to lymph 
drainage. These tumors as a rule are quite 
susceptible of cure by radiation and usually 
can be completely surrounded by a sufficient 
field of radiation. The difference between the 
terms “radiation curable” and “radiation sen- 
sitive’ should be kept in mind. Grade | 
lesions are less sensitive than Grade IV but 
are usually just as curable by radiation 
methods if adequately treated. 

Basal cell carcinomas tend to spread by 
direct extension and are rarely, if ever, found 
to metastasize through the lymphatics or 
blood vessels. Since this is true, treatment 
may consist of x-ray therapy, surgical excision, 
electrodesiccation or possibly even scratching 
the lesion off with the fingernail. It is often 
found, however, that the tentacles from the 
basal cell carcinoma are found to extend to 
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the cut margins of the excised lesion. When 
this occurs there are three methods of treat- 
ment. One is to attack again surgically ex- 
cising a wider margin of tissue, and have the 
margins of the specimen examined by the 
pathologist to make sure that there are no 
remaining malignant extensions. The second 
method is to irradiate the entire area with 
x-ray therapy. The third is to implant the 
entire area with low-intensity radium needles 
so as to treat a large margin of tissue in the 
surrounding areas. 


Whenever squamous cell carcinoma metas- 
tasizes to regional lymph nodes the problem 
becomes much greater, and the best surgical 
statistics when extensive neck dissections are 
done show a cure rate of only about 25 per 
cent. It must be kept in mind that this in- 
cludes only the operative cases. We hesitate 
to prognosticate the results from treatment 
with low-intensity radium needles in these 
patients because of the relatively short period 
of time in which these lesions have been 
treated with block radium implants. Martin! 
has had a five year absolute cure rate of 32 per 
cent for carcinoma of the tongue, including 56 
patients with metastatic nodes. His series con- 
sists of 94 consecutive cases. This is consid- 
erably better than found in the surgical 
statistics. 


Carcinomas of the floor of the mouth, an- 
terior two-thirds of the tongue, the cheeks, 
and skin about the nose tend to drain into 
the nodes of the anterior triangles of the neck. 
Lesions of the posterior third of the tongue, 
the antrum, nasopharynx and pharynx tend 
to drain into the posterior triangles of the 
neck, and the carcinomatous metastasis is 
usually confined to the side of the neck of 
the original lesion. However, malignant cells 
cannot always be expected to follow the rules. 
Occasionally cells from the anterior third of 
the tongue metastasize to the posterior cer- 
vical chain. Cells from one side of the neck 
may metastasize to lymph nodes on the op- 
posite side. Even though cancer cells are not 
always predictable, in the vast majority of 
cases the extension or metastasis can be reas- 
onably predicted and therefore the lymph 
drainage area of the predicted region should 
be treated whenever these lesions are en- 
countered. 


Cancers of the larynx tend to metastasize 
upwards and laterally to the anterior cervical 


RADIUM THERAPY OF CANCER—Morphis 363 


chain, or by direct extension anteriorly 
through the skin, or upwards to the vallecula. 
In order to control this type of malignancy 
needles must be implanted from the midline 
laterally to the sternomastoid muscles and, 
in most cases, supplemented by external x-ray 
therapy adding approximately 2,000 r of heav- 
ily filtered deep x-ray to the areas. 


Cancers of the thyroid present a very sim- 
ilar problem and it is usually necessary to 
implant needles in the neck from the 
mandible to the clavicle extending these to 
between the clavicle and first rib. 

Radiation therapy over structures contain- 
ing cartilage sometimes results in chondritis 
with sloughing of the cartilage and loss of 
part of the nose or ear. Radium therapy of 
the low-intensity type has been repeatedly 
used on both ears and noses for a period in 
excess of four years without one instance of 
sloughing of cartilage. 


Case Reports 


Case 1. Mrs. S. E. S., an 85 year old white woman, 
was referred on October 11, 1952, having a history of 
a small bump on the nose for about twenty years. It 
began to grow about four months prior to her first 
visit, and at the time of her first visit measured 1.5 
by 2.5 cm. and occupied the anterior two-thirds of 
the left side of the nose. She did not wish to have a 
“nitched” nose and refused surgical excision. Four 
1 mg. low-intensity needles with an activity of 0.6 mg. 
radium per cm. active length were inserted around 
the periphery of the lesion and left for a period of 
168 hours. Following the radium implant 600,000 
units of Bicillin were given to keep down infection. 
The nose went through the usual radiation reaction 
with subsequent complete healing, and the patient 
was last seen in December, 1954, with the nose re- 
maining completely healed and with no trouble with 
the cartilage 26 months after the original implant 
(Fig. 1). 


FIG. 1 
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Case 2. Mrs. J. H. C. was first seen on December 
8, 1952, because of an ulcerating reddened area on the 
pinna of the ear occupying the upper posterior mar- 
gin for a distance of approximately 1.5 cm. One low- 
intensity radium needle was inserted through the 
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base of this lesion against the cartilage of the ear 
and remained in place for 168 hours. Some six weeks 
later this lesion had completely healed and the ear 
was smooth and has remained smooth for a period of 
two years (Fig. 2). 


Massive destructive mixed type basal and 
squamous type carcinomas oftentimes destroy 
a large part of the face or cheek. Figures 3 and 
4 are examples of what can be done with this 
type of therapy. 


Case 3. Mrs. N. D. D., a 69 year old white woman, 
was referred August 6, 1951, with a Grade II squamous 
cell carcinoma involving the entire right cheek. Two 
large drooling fistulas extended through the carci- 
noma. Both the upper and lower lips were swollen 
and infiltrated. The patient was unable to open her 
mouth, talk or take nourishment other than by spoon 
feeding of liquids. Needless to say she was a poor 
miserable soul in constant agony. The entire cheek 
was about 3 cm. in thickness and the odor was typical 
of this type of lesion. Radium needles were implanted 
and external x-ray therapy was given over the cheek 
to a total of 1,600 r following the removal of the low- 
intensity radium needles. The fistulas healed com- 
pletely but the cheek remains thin and _ atrophic. 
The patient can open her mouth, eat, and talks un- 
ceasingly, and her only complaint at the present 
time is a peculiar “tingling” of her cheek if she allows 
her face to get cold (Fig. 3). 


Case 4. J. H. T., a 73 year old white man, was 
referred on October 29, 1952, because of a massive 
mixed basal and squamous cell carcinoma involving 
the entire right cheek with direct extension to a large 
squamous cell carcinoma behind the right ear and 
multiple small carcinomas involving the left side of 
the face. The upper half of the left ear was missing 
from previous treatment from self-administered cancer 


FIG. 4 
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paste two or three years before, and a large squamous 
cell carcinoma behind the left ear. Figure 4 (A and 
B) show the right side of the face before treatment 
October 29, and nine months later on July 27, 1953. 
The face has remained healed and the patient is well. 
Lesions on the opposite side of the face have healed 
completely under low-intensity radium needle therapy 
and have remained healed (Fig. 4). 

Case 5. J. R. M. was treated for squamous cell 
carcinoma of the lower lip by x-ray therapy in 1945. 
He was given the usual 5,000 r in divided doses. Sev- 
eral years later he had a recurrence and low-intensity 
radium needles were implanted as shown in the photo- 
graph, the lesion can be seen between the threads of 
the two radium needles (Fig. 5, A). Figure 5, B shows 
the appearance of this lip some six months later, 
showing complete healing. The patient has remained 
well for approximately two years. 

Case 6. A. W. B. was referred in May, 1953, 
with multiple matted lymph nodes metastatic in the 
left side of the neck (Fig. 6, A). The primary lesion 
was a Grade II squamous cell carcinoma of the base 
of the tongue and lingual tonsil. Biopsy of lymph 
nodes and the primary lesion both showed a Grade 
II or III squamous cell carcinoma. The tongue and en- 
tire posterior triangle of the neck were implanted 
with radium and figure 6, B shows the results some 
seven months later. There was no further trouble 
until September, 1954, when a node was found in 
the midline outside the radium pattern. A_ biopsy 
of the node showed Grade II squamous cell carcinoma. 


FIG. 6 
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Radium was implanted in the lesion, and the node 
has completely disappeared. The patient is well at 
the present time. 

Sometimes patients have to be retreated 
usually at the margins of excised or previous- 
ly treated areas. No trouble has been en- 
countered on retreatment with radium needles 
after a period of one year. Selected cases are 
treated where x-ray therapy has been used in 
heavy doses. It is felt that low-intensity 
radium needles are definitely kinder to the 
skin than x-ray therapy, and considerably less 
scarring results from their use than from x-ray 
therapy since the needles are placed deep 
within the tissues. 


At the present time 208 cases of carcinoma 
involving the head and neck have been 
treated with low-intensity radium needles in 
my private practice. Since this has been over 
a period of only five years, I am not in a 
position to talk about five year cure rates. 


Summary 


1. Experience in the handling of carci- 
nomas of the head and neck with the use of 
low-intensity radium needles has been briefly 
reviewed. 


2. Two hundred and eight cases varying 
from small lesions on the skin to widespread 
bilateral metastasis due to lymph nodes in 
the neck have been included in this series. 

3. Cartilage is not a contraindication to 
this type of treatment and antibiotics are 
used in conjunction with the radium therapy. 


4. Large areas of destruction oftentimes 
heal without skin grafts following low- 
intensity radium therapy. 


5. Results from this method are encourag- 
ing in instances where metastasis to the neck 
has occurred. 


Reference 


1. Martin, Charles L.: Treatment of Cancer of the Tongue 
and Its Cervical Metastases with Irradiation, South. M 
J. 47:1, 1954. 


Discussion (Abstract) 


Dr. James A. Martin, Dallas, Tex. Let me begin 
by quoting out of context from a colorful editorial 
written by one of our most rational contemporary 
head and neck surgeons, Dr. Danely P. Slaughter. 
“Our improvements in surgical techniques and 
diminishing mortality rates have led to such feats 
of physiologic rearrangement that some have sug- 
gested that surgery has progressed past the point of 
human usefulness in certain situations. Conversely, 
it has also been remarked that surgical progress 
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against cancer has consisted of cutting an inch wider 
and deeper each year, until we are sometimes through 
into the mattress without compensatory increase in 
cure rate.” 

By giving you this limited phrase, I am conveying 
an interpretation which is moderately removed from 
the author’s primary intent. Nevertheless, his concern 
is in evaluating radical surgery and its position rela- 
tive to the cancer problem. We share the enthusiasm 
of Dr. Morphis in the application of the low-intensity 
radium needle technics he has discussed. When proper- 
ly applied, the method yields respectable salvage rates 
without the sacrifice of normal functioning tissue. By 
localizing the treatment to the disease, radiation of 
large volumes of tissue is obviated and liability of 
radiation damage is minimized. 

There are a few additional facts relating to technic 
which are useful and worth mentioning. It is generally 
considered difficult to apply the principle of planar 
implants to the usual contours and pliable tissues in 
the mouth. In practice, however, it is found that 
most of the tumors of the tonsil, palate, gum, and 
buccal mucosa occur as flat lesions and thus lend 
themselves rather well to implants in layers. Adequate 
use of atropine, good local anesthesia, and moderate 
dexterity tempered with reasonable experience are 
the major requirements. Many tumors of the tongue 
are also flat but some occurring as bulky masses in 
the tongue substance or deep on the tongue base offer 
special problems. In these situations, one must rely 
heavily upon the skill of a palpating finger to outline 
tumor masses which are obscured from direct view 
and may require more than a single layer implanta- 
tion. It is worthwhile to consider tongue cancer as a 
specialized problem among intra-oral neoplasms. Dr. 
Morphis has quoted the statistics from our clinic on 
94 cases of cancer of the tongue reported before this 
group two years ago. The category has been restudied 
and now totals 120 cases of carcinoma of the tongue 
yielding a 5 year salvage figure virtually unchanged 
at 33 per cent without any additional radiation 
sequelae of importance. We are currently interested in 
a study of 40 patients from this group whose lesions 
occurred on the posterior third of the tongue and 
whose treatment by this method has yielded a 38 per 
cent absolute 5 year survival. This is somewhat singu- 
lar in that most clinics record a definitely lowered 
salvage rate in the posterior lesions. 

It is true that these needles can be used close to 
bone and cartilage with minimal liability of damage 
to these tissues. This is borne out in the clinical ex- 
perience of Dr. Morphis and ourselves. It is to be 


366 SOUTHERN MEDICAL JOURNAL 


MARCH 1957 


remembered, however, that little can be gained by 
applying such treatment to cartilage which is jp. 
volved by tumor or where there is tumorous recur. 
rence about an area of painful radiation chondrone- 
crosis. In such instances it is far wiser to remove such 
areas, as they occur in the nose or ear, surgically, and 
apply the treatment to what tumor exists in adjacent 
tissues. In our experience, osteonecrosis in the 
mandible has occurred only when radium patterns 
inside and outside of the jaw are allowed to overlap 
such that the mandible is, in effect, crossfired. This 
occurred most frequently in some of the early cases 
where extension of the implantation to cover possible 
areas of lymphatic drainage produced this situation, 
Since discontinuing this practice, no significant bone 
damage has been encountered and no obvious degen- 
eration in survival rates is in evidence. 

I wish to thank Dr. Morphis for an interesting 
presentation and congratulate him on his careful work 
which is being rewarded by very satisfactory results, 


Dr. Robert J. Reeves, Durham, N. C. I would like 
to ask the doctor one question on the irradiation 
safety problem. I have heard Dr. Charles Martin dis- 
cuss it many times, but we should stress it again, as 
to the amount of irradiation in doing such extensive 
work as you showed in the interstitial therapy. 


Dr. Morphis (Closing). The exposure from low- 
intensity radium needle implant has worried me from 
time to time. Improved technics in handling these 
radium needle implants cut down on the time result- 
ing in a decrease in the total exposure to the oper- 
ator. Needles individually have been sewn in place, 
but today a refinement in technic has been sug- 
gested by Dr. Love in a personal conversation. He 
suggests that the threads, through the eyes of the 
needles, be tied together and the entire bundle 
brought down along the long axis of the needle and 
sewed with one stitch. Since the pull of the threads is 
in the same direction as the point of the needle, there 
is no tendency for the needles to work loose. 


I think it necessary to feel the point of the needle 
in the tissue so that one knows the exact relation of 
one needle to another. I use the fingers of my left 
hand to feel the tips of the needle while the right 
hand holds the forceps inserting the needle. Again the 
only answer to exposure is to work as rapidly as 
possible. 


I have measured the amount of radiation I receive 
using a Keleket pocket ionometer. The average dose 
is from 100 to 150 milliroentgens when implanting an 
entire side of the neck. 
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Use of Dimethisoquin in Pruritic 


Dermatoses: A Three Year Study 


TopicAL ANESTHESIA which embodies a rapid 
onset and long duration of action with low 
toxicity is of considerable value in the treat- 
ment of pruritic cutaneous diseases. This is 
true particularly if the value of the substance 
used for topical anesthesia is not diminished 
by a high degree of sensitivity. The anesthetic 
properties of dimethisoquin hydrochloride 
were first demonstrated by Fellows and 
Macko! who found that a 0.01 per cent solu- 
tion instilled on the corneas of rabbits pro- 
duced effective anesthesia lasting 199 min- 
utes. Used as an intradermal anesthetic, it was 
found to be 100 times more effective than pro- 
caine and free from the sensitization factors 
of the “caines.”” The promising results in ani- 
mals led to its trial as a topical anesthetic by 
Dees and Ambrose? who used it in 403 pa- 
tients undergoing urologic instrumentation. 
The procedures included urethral dilatation 
with sounds, cystoscopic examination, and hy- 
draulic dilatation of the bladder for inter- 
stitial cystitis. They concluded that dimeth- 
isoquin was a more active topical anesthetic 
for use in the urethra than Nupercaine. Ram- 
sey® subsequently evaluated the compound in 
anorectal disorders and found it effective for 
relieving pain following hemorrhoidectomies, 
and excision of anal fissures and fistulas. 
These favorable reports, coupled with those 
of otherst> who were favorably impressed by 
the antipruritic properties of the drug, 
prompted me to undertake a long-term study 
to determine the effectiveness of dimethiso- 
quin as an antipruritic in a large series of 
patients. This paper, then, relates my experi- 
ence with 393 cases treated during the last 3 
years, 


MURRY M. ROBINSON, M.D., Washington, D. C. 


This drug seems to be a very adequate anesthetic when used topically 
and has the advantage of being easily combined with other drugs. 


Materials and Methods 


I used dimethisoquin,* in a 0.5 per cent 
concentration, incorporated in an ointment of 
the water-in-oil emulsion type and in a lotion 
containing zinc oxide (10 per cent), and cam- 
phor (2 per cent) and menthol (0.1 per cent) 
as cooling agents. Employing both lotion and 
ointment forms, I compared the drug with 
the vehicles alone and two preparations, one 
an ointment containing dimethisoquin (0.5 
per cent) and coal-tar distillates (4 per cent), 
the other a lotion containing dimethisoquin 
(0.5 per cent) and an antihistaminic, thenyl- 
pyramine HC] (1 per cent). In separate series 
I could thus compare the effectiveness of the 
drug against the vehicles and the two other 
preparations. The regimens employed are 
summarized below: 

Formula A—lotion and onitment base 
alone. 

Formula B—lotion and ointment base, 
with dimethisoquin. 

Formula C—ointment base with dimeth- 
isoquin and coal-tar distillates. 

Formula D—lotion base with dimethiso- 
quin and thenylpyramine. 

Choice of lotion or ointment form in an 
individual case was made on the basis of 
whether the lesions were moist or dry, using 
the lotion for weeping dermatoses and the 
ointment for nonvesicular or nonooozing 
dermatoses. 


Patients who had lesions of chronic itching 
dermatoses on both sides of the body were 
treated with Formula A on the left side, 
Formula B on the right side. Since in any 


*1-(beta-dimethylaminoethoxy) -3 butylisoquinoline monohy- 
drochloride supplied as ““Quotane”’ by Smith, Kline and French 
Laboratories, Philadelphia, Pa. 
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study of this type one must depend primarily 
on the subjective observations of the patient, 
rather than on objectively measurable data, 
the patients were asked to time the interval 
between application of the topical agent and 
the cessation of itching, also to time the pe- 
riod of relief. In one series, patients were 
treated either with lotion A and lotion B, or 
ointment A and ointment B. Times of onset 
and duration of relief with Formulas A and 
B were compared. In another series onset and 
duration of action were noted for ointment 
B against ointment C. Finally, a series of pa- 
tients compared lotion B with lotion D. 


Results 


The study served to demonstrate the value 
of the drug as a palliative measure in simple, 
self-limited pruritic disease. Of 391 patients 
who completed treatment, 359 obtained re- 
lief; only 20 did not. In 12 cases of herpes 
zoster there was diminution of burning sensa- 
tion in varying degrees, but no over-all relief. 

Table 1 shows results achieved in the vari- 
ous conditions as diagnosed. As it indicates 
the quickest and longest lasting relief was ob- 
tained in pruritus ani and in the acute dis- 
eases. The medication provided relief almost 
immediately in pruritus ani, urticaria and 
miliaria, and the relief persisted for 282 min- 
utes, 197 minutes, and 260 minutes, respec- 
tively. 

In the cases where cutaneous lesions oc- 
curred in symmetrical areas, the comparative 
study showed dimethisoquin (Formula B) ef- 
fective in both lotion and ointment. The pa- 
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FIG. 1 


tients tested with lotions obtained relief with 
lotion A (vehicle) in 19 minutes, compared 
with only 21 seconds with lotion B (dimeth- 
isoquin). Dramatic results obtained in a pa- 
tient suffering acute dermatitis venenata re- 
sulting from a necklace (Fig. 1, A) by appli- 
cation of lotion B are shown in figure 1, B. 
In some cases no relief was obtained with lo- 
tion A alone. The average time before relief 


TABLE 1 

Diagnosis Total Number Number Average Length Before Duration of 

Number Cases Cases Relief of Pruritis Antipruritic 

Cases Obtaining Obtaining in Seconds __ Effect 
No Relief Relief in Minutes 

Dermatitis venenata 180 180 22 190 
Lichen planus 5 1 + 30 123 
Seborrheic dermatitis 26 2 24 30 146 
Urticaria 21 21 8 197 
Neurodermatitis 45 8 37 52 68 
Insect bites 18 18 11 99 
Pityriasis rosea 19 3 16 43 270 
Dermatitis medicamentosa 7 4 3 41 127 
Pruritus ani 36 2 34 6 282 
Miliaria 14 14 12 260 
Herpes zoster 12 Very indefinite 
Dermatitis solaris 8 8 12 92 
Total 391° 20 359 


*Two patients were withdrawn from the study because of severe irritation. 
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with ointment A could be determined, since 
it provided no over-all relief, while ointment 
B (dimethisoquin) provided relief in 34 sec- 
onds. The effectiveness of ointment B after 
a ten day application in a case of dermatitis 
venenata due to cologne (Fig. 2, A) is shown 
in figure 2, B. As a rule, slightly faster relief 
was obtained with the lotion form than with 
the ointment, probably because the former 
contains menthol, which is in itself an anti- 
pruritic. In another series, including cases of 
chronic itching dermatoses, where relief is of 
shorter duration and takes longer to achieve, 
ointment C, compared with ointment B, in- 
creased the duration of relief from 68 minutes 
to 156 minutes and reduced the time of on- 
set from 52 to 34 seconds. Lotion D did not 
appear to offer advantages over lotion B. 


Conclusions 


In view of the success of Formula C, I 
found the drug valuable as an antipruritic 
base into which other medications can be in- 
corporated. It is compatible with coal-tar dis- 
tillates, sulfurs, steroids, and salicylic acid, 
individually or in combination. Dimethiso- 
quin therefore becomes valuable in the treat- 
ment of chronic diseases as the antipruritic 
element in standard prescriptions, and _ this 
makes it useful in neurodermatitis, seborrheic 
dermatitis, eczemas, and cutaneous mycotic 
diseases. It appears equally effective in both 
lotion and ointment forms. 

My experience with the full case load in- 
dicates that dimethisoquin provides symp- 
tomatic relief in most pruritic diseases com- 
monly resistant to topically applied anes- 
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thetics. Since it is effective in such use and 
essentially nonirritating, it cuts short the du- 
ration of these diseases by reducing secondary 
involvement, extension, and infection due to 
scratching. 


That the drug is relatively safe is shown by 
the fact that of 393 patients studied, only two 
showed evidence of irritation severe enough 
to necessitate discontinuance of medication. 
No cases of sensitization were seen in this 
series. 


Summary 


In a series of 393 patients I have found 
dimethisoquin of infinite value as an anti- 
pruritic agent into whose base adjunctive 
medications can be readily incorporated. This 
compatibility indicates its usefulness as the 
antipruritic element in standard _prescrip- 
tions for chronic pruritic diseases. In its gen- 
eral effectiveness the drug is superior in many 
respects to other antipruritics in common use. 
It does not have the sensitization factors of 
the “caines,” and it gives relief more quickly, 
more effectively, and longer than other local 
anesthetics. 


Farragut Medical Building 
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The Case for Ultrasound’ 


R. R. BEATTY, M.D.,¢ Kansas City, Mo. 


This is an evaluation of what is, and what is not known as to the effects of this 
form of energy. Certainly it can still be classified as experimental in the 
absence of concrete knowledge as to its clinical effect. 


SINCE THE DEVELOPMENT OF AN INSTRUMENT 
utilizing a piezo-electrical crystal to convert 
oscillating electrical current into vibrations of 
higher frequency, the literature has been filled 
with an increasing number of articles concern- 
ing the use of this apparatus as a treatment 
agent. As a result of this interest our knowl- 
edge concerning the use of ultrasound has 
been enlarged to a considerable degree. We 
have sufficient knowledge concerning the 
physics of ultrasound.1:? There still exists 
some variance of opinion concerning the clin- 
ical applications of ultrasound. Although a 
large amount of information has been ob- 
tained concerning the mode of action, and the 
physiologic and biologic effects of ultrasound, 
our knowledge of these effects continues to re- 
main somewhat limited and circumscribed. 

Therapeutic ultrasound now being used 
consists of mechanical vibrations of the fre- 
quency range of from 700,000 to 1 million cps. 
These vibrations, which are above the audible 
range, are produced by a piezo-electric crystal 
mounted in a suitable applicator. Ultrasonic 
waves of this frequency do not pass through 
air but require a medium such as oil or 
water for their transmission. In this latter 
property this energy differs from electromag- 
netic radiation. Although ultrasound waves 
have “beaming effects” this is not in the same 
sense as roentgen radiation. 


Biologic Effects 


The effects of ultrasound on biologic sys- 
tems have been summarized by Wakim® as me- 
chanical, thermal, chemical and _ biologic. 
Most of the evidence suggests that a large part 
of the biological phenomena occurring from 
exposure of living tissue to ultrasound can be 
explained on the basis of heat production. 


*Read before the Section on Physical Medicine and Rehabil- 
itation, Southern Medical Association, Forty-Ninth Annual 
ber 14-17, 1955. 

+From the Physical Medicine and Rehabilitation Service, 
Veterans Administration Hospital, Kansas City, Mo. 


Meeting, H » Tex., N 


This heat production occurs more readily at 
interfaces formed by tissues of different acous. 
tic impedence, such as, muscle bone, muscle 
tendon, and muscle-fascia junctions. One can. 
not insist, however, that heat is the only factor 
due to lack of basic information. The non. 
thermal effects are still not well-defined. 
Some of the considered nonthermal effects 
have been reported by Schwan and Carsten. 
sent to include: (a) increase in membrane 
permeability, which is increased beyond that 
which can be explained by heating of the 
membrane; (b) resonance effects, manifested 
in gas bubbles made to oscillate in the sound 
field, causing disruptive effects on cells; and 
(c) higher intensity production of cavitation 
and depolymerization. The importance of 
these effects is still a subject for investigation. 

A large volume of work has been performed 
on experimental animals and other media in 
the laboratory in the study of the action of 
ultrasound. Bender, Jones and Herrick® re- 
port changes noted in histiologic studies of fe- 
murs of adult dogs exposed to ultrasound. No 
significant changes were noted in the cortex 
but the marrow showed striking changes in- 
cluding hemorrhage, osteogenesis and fibrosis, 
fat necrosis and appearance of giant cells. 
Bender® has also reported on studies of bone 
temperature. De Forest? studied the destruc- 
tive effect in growing bone of dogs in the 
epiphyseal region. Changes in hydration in 
frog’s muscles are reported by Gersten® to be 
increased in relative water content in muscle 
and decreased in the tendon in the ultrasonic 
field. Changes in extensibility of frog’s tendon 
(an increase) by the action of ultrasound has 
also been reported by Gersten.® The changes 
in potentials and temperature gradients in 
membranes apparently due to mechanical and 
thermal effects have been investigated.” In- 
creased permeability of erythrocytes to potas- 
sium ions due to probable mechanical action 
or stirring effect has been reported by Lota 
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and Darling.11 These are to mention only a 
few of the many articles dealing with studies 
in the laboratory. 


Clinical Use 


The literature devoted to the clinical ap- 
plication of ultrasound must fill many vol- 
umes as of the past several years. This form 
of energy has probably been reported for use 
in all types of medical conditions known to 
man. At the present time we are chiefly con- 
cerned with its use in: (a) periarthritis, fibro- 
sitis, tenosynovitis, nonspecific forms of bur- 
sitis, and myofascitis; (b) nonparalytic forms 
of neuritis and painful neuromas in amputa- 
tion stumps; and (c) osteoarthritis and rheu- 
matoid arthritis. The use of ultrasound for 
chronic circulatory indurations’? has also been 
reported. 

With all of the agents and equipment pres- 
ently available for the treatment of these con- 
ditions, the question often arises of the ad- 
vantages of adding ultrasonic energy to the 
list. A comparison of the characteristics of 
ultrasound and microwave diathermy has been 
made.* Ultrasound has good beaming effects 
whereas with microwave diathermy this effect 
is poor. Ultrasound has an efficient transfer 
of energy to tissue from its source; microwave 
diathermy is poor in this respect. Ultrasound 
penetrates to a good depth; with microwave 
diathermy this is small. Ultrasound has a 
greater absorption in muscle than fat; micro- 
wave diathermy the opposite effect occurs in 
regard to absorption. Ultrasound has se- 
lective heating effects at interfaces; microwave 
has no selective heating at boundaries. With 
ultrasound other nonthermal effects probably 
occur, whereas with microwave diathermy the 
effects are only from heating. It has been sug- 
gested that with ultrasound two types of heat- 
ing effects are present.t The protein molecules 
absorbing the sound is classified as ““volume”’ 
heating, and the localizing heating effect at 
interfaces is termed “structural” heating. This 
would imply that structural absorption would 
produce localized heating and volume absorp- 
tion a more uniform type of heating. From 
evidence now available it would appear that 
ultrasound offers an efficient method of deep 
localized heating. 


In spite of the fact that ultrasound ap- 
parently has effective possibilities as a treat- 
ment agent, there are various opinions con- 
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cerning the results of ultrasonic therapy in the 
literature. Let us review briefly one anatomi- 
cal area, the shoulder joint. Jones? states that 
he belives that the use of ultrasound is useful 
in therapy for acute and subacute bursitis and 
tendonitis and shortens the period of disabil- 
ity. Mueller, Mead and co-workers!* in pla- 
cebo-controlled studies of periarthritis of the 
shoulder concluded that there was no statis- 
tically significant improvement in either 
group. Bearzy’ reports that ultrasonic therapy 
is effective in relieving the pain and tender- 
ness of acute subacromial bursitis but is of 
little value in the treatment of chronic cases. 
Tepperberg and Marjey'® report the results 
in 23 cases of shoulder bursitis in which 5 pa- 
tients became asymptomatic, 7 were markedly 
relieved, one moderately relieved, and 10 not 
relieved. Lehman, Erickson and Krusen,17 who 
reported on a comparison of ultrasound and 
microwave diathermy in the treatment of 
periarthritis of the shoulder suggest that ultra- 
sonic measures of heating may be the most 
effective. Fisk’s!§ results with ultrasound were 
no different than those of short-wave dia- 
thermy in the treatment of shoulder bursitis. 
Friedland’s!® results were similar to the Fisk 
report. Aldes?® reported very good results in 
chronic bursitis of the shoulder with ultra- 
sound plus “hydrocortone.” 


From this small sampling of the treatment 
of a single anatomic area of similar pathologic 
conditions, there are obvious differences of 
opinion concerning the effect obtained by use 
of ultrasound. Similar differences exist else- 
where. There is noted, however, a generally 
favorable trend in the clinical observations in 
the treatment of many conditions. Some of 
these conditions, such as decubitus ulcers, pain- 
ful phantom limbs, neuromas and scars?1.2? 
have been particularly resistant to previous 
methods of treatment. 

As one reviews the literature it becomes ap- 
parent that more objective data concernnig 
human subjects is required for evaluation of 
this field. Objective measurements are needed 
to supply us with quantitative data rather than 
pure subjective evaluation. Studies of ob- 
jective measurements of physiologic changes 
in human subjects are difficult to find in the 
literature. A recent study has been performed 
in which I have been interested as a member of 
the visiting instructor staff of the Department 
of Physical Medicine of the University of Kan- 
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sas Medical School. This is a preliminary 
study performed by Aylea, Rose and Shires?* 
of the Department of Physical Medicine of 
that institution. In seeking an objective 
method of investigation they made use of the 
measurement of the threshold for vibration 
perception in a peripheral nerve. A_bio- 
thesiometer was used for the measurement of 
vibration perception. The vibration threshold 
was measured over the tip of the fifth finger 
and thumb on the palmar surface. The ultra- 
sound was applied to the superficial location 
of the ulnar nerve at the elbow. Twenty-five 
normal adult subjects were used. The vibra- 
tion thresholds were measured immediately 
after, one hour after, and twenty-four hours 
after the application of ultrasound. The re- 
sults showed that there was a mild increase in 
the threshold to vibration immediately, a sig- 
nificantly greater increase after one hour, and 
that the effect disappeared within twenty-four 
hours. No significant changes occurred in the 
threshold in an area not supplied by the ulnar 
nerve. This study is in the form of a prelimi- 
nary report and is published elsewhere. Thus, 
an attempt has been made at objective meas- 
urement of a definite physiologic funciion, 
namely, the sensibility and changes in the 
perception of the threshold of vibration pro- 
duced by ultrasound on this function in a 
peripheral nerve. If similar objective measure- 
ments could be devised and applied to other 
areas our use of this energy would undoubt- 
edly be improved. Admittedly this is a diffi- 
cult task, but not to be considered impossible 
in this modern age of science. 

This case for ultrasound must plead for a 
continuance of its study and use. Time is re- 
quired to accumulate more objective evidence 
before a fair and accurate decision can be 
made for this treatment agent. The case for 
ultrasound will rest on the accumulation of 
objective data. Therefore I make a plea for 
more objective studies concerning the action 
of this energy as a useful treatment modality. 


Conclusions 
1. A brief review concerning the present 
status of ultrasound has been attempted. 


2. Ultrasound possesses unique properties 
which are not shared by other therapeutic 
agents. 

3. Certain clinical and laboratory studies 
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suggest that ultrasound is a useful addition to 
physical medicine. 


4. Clinical studies on the use of ultrasound 
are in need of more objective support. 


5. An appeal is made for additional ob. 
jective studies and objective measurements for 
more efficient evaluation of this type of 
therapy. 
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Discussion (Abstract) 


Dr. Louis P. Britt, Memphis, Tenn. I wish to thank 


Dr. Beatty for presenting a commonplace and practical 
approach to the utilization of ultrasound in medicine, 
and for declining to state a case either for or against 
this method of treatment until time and experience 
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will settle the question with assurance. The extensive 
literature which has accumulated speaks for the fact 
that some element of truth must exist in the claims 
made for the therapeutic efficiency of this treatment. 
On the other hand, it also points out the fallacies, 
since, in the literature, we find statistics claiming cures 
in such varied and impossible circumstances that ob- 
viously erroneous conclusions have been drawn some- 
where. 

At the present time the most prevalent reasons for 
confusion as to the interpretation of end results come 
from the lack of agreement as to dosage, in terms of 
watts of output, duration of treatment, in terms of 
minutes, that an area should be exposed, and finally 
as to whether the affected area itself should be treated 
or merely the nerve roots supplying this area. 


It must be remembered that so many of the condi- 
tions which we treat are subject to improvement with- 
out treatment. For example, contractures of joints 
will often show phenomenal improvement after a pa- 
tient has been shown how to exercise them correctly. 
When ultrasound is added to this program, it is ob- 
viously difficult to assess just how much has been 
accomplished. 

It is my opinion that we are substantially at the 
same stage with ultrasound now as we were some 
twenty years ago when a similar controversy raged in 
relation to diathermy. At that time I recall the ad- 
vocacy of maximum intensity dosage; still others used 
dosages that we called athermic. So it is today with 
ultrasound. There are those who obtain results with 
high intensity treatments administered for a very few 
minutes, and others who obtain similar results with 
extremely low intensity given for much longer inter- 
vals of time. In my own experience, as a clinician 
dealing with private patients, I have been unable to 


convince myself that treatment of most conditions can 
be accomplished solely with the use of ultrasound. 
At the present time I still continue to use my di- 
athermy, infrared lamps, whirlpool baths, massage, low 
voltage apparatus and exercise, together with ultra- 
sound to form what I consider to be a proper pre- 
scription for the condition. Until such time as proper 
evidence can be presented which will show that these 
other measures are unnecessary, I believe that we 
should all continue to use ultrasound with as critical 
an attitude as possible. It is only by such critical 
methods that we can arrive at the truth. 

On the other hand there are aspects of the situation 
that must be mentioned. Certain authors have men- 
tioned various dangers that may result with the use 
of ultrasound. Foremost of these is burns both ex- 
ternal and internal. Secondly, is the possibility of af- 
fecting internal organs such as the heart by either 
precordial or cervical applications. A third one is the 
possibility of producing abortions as the result of 
treating the lower back during pregnancy. As the re- 
sult of experience gained from the personal adminis- 
tration and supervision of thousands of applications 
of ultrasound, I can say that I have never seen any 
evidence to support these claims. However, since most 
of my applications have been applied with moderate 
intensity, it may be that with the use of intolerable 
intensities such effects may become manifest. In other 
words, I feel that the use of this method of treatment 
is relatively safe and practical for the application of 
heat to a localized area. What other mysterious effects 
sound waves may have remain to be seen. Again, let 
me emphasize that we are dealing with an energy that 
is relatively new in medicine and applying it to condi- 
tions that can be self-limiting. Let us then be toler- 
ant, alert and intelligent in our appraisal of this force. 
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Cortisone and Antibiotic Therapy in 


Resistant Pelvic Inflammatory Disease: 


C. GORDON PEERMAN, JR., M.D., and 


WILLIAM J. McGANITY, M.D.,7 Nashville, Tenn. 


It would seem that the anti-inflammatory effect of cortisone favorably influences 
chronic pelvic inflammation. The addition of antibiotics offers protection 


against infection in face of the use of the hormone. 


In 1952, DAvipsON AND MATHEWws! 
reported 8 patients in whom cortisone was 
used for the treatment of ligneous pelvic 
cellulitis. Two of these patients had inflam- 
matory processes of a chronic nature. The 
authors noted weight gain and a general sense 
of well-being, the disappearance of pain and 
pelvic induration, yielding minimal residual 
evidence of disease in their patients. They at- 
tributed the improvement to the inhibition 
of fibroplasia, an increase in number of tissue 
macrophages and the prevention or reduction 
of tissue reaction to chemical irritants during 
cortisone therapy. 

Hertig? reported the use of combined corti- 
sone and antibiotic therapy in resistant pelvic 
infections in two cases. Both of his patients 
had passed the acute phase of their disease 
following treatment with standard measures. 
The patients faced a lengthy, crippling type 
of illness, with the probability of permanent 
disability. Hertig’s results were very gratify- 
ing. There were relief of pain, decreased in- 
duration and remarkable improvement in the 
mobility of the pelvic structures. He felt that 
the cortisone had broken down the granula- 
tion tissue and allowed antibiotics to act in 
the infected areas. 

The ability of chemotherapeutic drugs and 
antibiotics to destroy pathogenic organisms is 
due to their plasma concentration in the body 
in general, and more particularly in the in- 
fected area of the body. In the experimental 
animal, cortisone has been shown to dissolve 
or reduce granulation tissue recently laid 


*Presented at the Meeting of District Seven of the Amer- 
ican Academy of Obstetrics and Gynecology, Birmingham, Ala., 
March 18, 1955. 

+From the Department of Obstetrics and Gynecology, Van- 
derbilt University School of Medicine, Nashville, Tenn. 

Lowell M. Palmer Senior Fellow in Medical Sciences. 


down. Overdosage of cortisone has resulted in 
the death of healthy animals due to the lower- 
ing of tissue barriers which allowed normally 
nonpathogenic bacteria to become invasive. 
Cortisone should not be used in the presence 
of active pulmonary tuberculosis because of 
the danger of widespread dissemination and 
death. In the experimental animal, cortisone 
and ACTH have suppressed the resistance to 
infection, the febrile response and cellular 
inflammatory reaction. In addition, survival 
time of the animals has been decreased and 
the mortality increased.t Cortisone and 
ACTH have been found to reduce fever, 
toxicity and malaise in the presense of infec- 
tion. The inflammatory reaction and anti- 
body formation have been suppressed. An in- 
crease in malarial parasites in the circulating 
blood, and changes in the reticuloendothelial 
system which inhibit the disposal of bacteria 
and viruses have been demonstrated. 


Clinical Material 

Between January 1953 and October 1954, 
10 cases of proven pelvic inflammatory disease 
of long duration were treated with combined 
cortisone and antibiotic therapy. There were 
8 colored and 2 white patients who ranged in 
age from 25 to 44 years, and in parity from 
0 to 2. The initial infection in one patient 
was only five months prior to treatment, 
while the remaining 9 cases had been fol- 
lowed from 4 to 10 years at the Vanderbilt 
University Hospital or the Nashville General 
Hospital, with recurrent bouts of pelvic in- 
flammatory disease and conservative therapy. 

Symptoms. The chief complaint in each 
instance was persistent pelvic pain. Associated 
with this were various aberrations of the 
menstrual function, varying from irregularity 
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to severe menorrhagia. Dysmenorrhea, dys- Therapy 
ia, low backache, urinary frequency, 
y The indications for treatment in every in- 
pelvic pain and masses. In the 
ing, and secondary anemia occurred lesss fre- “a P . : 
ntl majority of the patients there was some dis- 
turbance of menstrual function, in three suf- 
Signs. € Classica® picture Of Chronic pel ficient to produce a secondary anemia. In 
vic inflammatory was most of the patients pain and other associated 
case. There was symptoms resulted in such incapacity that they 
ben ined were unable to carry out their usual daily 
lateral and bulatera! adnexal masses were activities, either as housewives or as em- 
noted, with pelvic tenderness, and in several ployees. Five of the patients were bedridden. 
patients pelvic peritonitis. The fixed form of — The disease processes had reached a relatively 
retroversion was commonly noted and several stable period. In only one patient was there 
patients had a temperature of over 100° at the beginning 
; Laboratory Studies. Prior to institution of of treatment. (We have excluded all cases of 
hes therapy, x-ray films of the chest were made acute _pelvic inflammatory disease.) The pa- 
et to rule out active pulmonary disease. In sus- tients were hospitalized and followed care- 
lly picious cases intracutaneous tuberculin tests fully during the entire period of cortisone 
e8 were done and in one patient a Frei test. In —s and antibiotic therapy. 
we addition to the routine urinalysis and hemato- Therapeutic Schedule. The treatment sched- 
logic examination, of ule was in general that suggested by Hertig.? 
function was done. Eosinophi The antibiotic (Aureomycin*) was started 24 
me i ion rates, (Table 1) N.P.N., ae eat 
d d to 48 hours before the beginning of cortisone 
therapy, and was continued 48 to 72 hours fol- 
tions were out anc Seria""Y lowing the termination of the cortisone ad- 
during the period of therapy and following 
d ra. ee oe ministration. Cortisone** was given, 300 mg. 
7 the termination of the therapeutic trial. In . 
nd the first day, 200 mg. the second day, and 
several patients sodium and potassium de- 
er ee in bl i: “al fol 100 mg. on each successive day until termina- 
tion of the 10 to 16 days study period. Then 
ec: lowed and found to be within normal limits. dosage wes 25 mp. ner 
in- varied from 5,000 to 20,000, and the erythro- 
tive procedure following the therapeutic trial 
* cyte sedimentation rate from 0 to 42 mm. In 
Q both instances the values were elevated slightly *Aureomycin was supplied by the Lederle Division of Amer- 
ria bove th l ican Cyanamide Company. 
above the norma range. **Cortisone was supplied by Merck and Company. 
TABLE 1 
4, 
Case No. WBC EOSINOPHILS TEMPERATURE 
ed Initials Ad- Treat- Dis- Ad- Treat- Dis- Ad- Treat- Dis- Ad- Treat- Dis- 
=e mission ment charge mission ment charge mission ment charge mission ment charge 
in M.C. 7,050 10,900 7,600 119 0 94 5/0 4/0 51/32 98.6 98.4 98 
L.M.C 
2 
P.C. 8,950 11,000 7,000 156 36 313 53/36 39/28 53/40 100.6 99 98 
nt 3 
MF. 8,400 14,800 8,850 348 162 93 50/42 41/37 35/28 9 99.2 98.4 
4 
ol- B.L.P. 20,000 14,000 10,200 28 40 878 453/34 51/36 101 98 
5 
Cs. 12,900 15,050 12,550 97 569 182 33/25 99.4 97.8 
ra 6 
LM.W, 8,300 13,000 16,600 172 28 19 58/32. «55/35 47/34 98.8 100.6 98.4 
7 
vy. 7,000 5,350 520 47 88 29/18 26/11. 27/1 98.6 99.6 98.6 
8 
. D.J.B. 5,100 13,000 106 218 284 1/1 6/6 3/3 99.4 99 97.8 
9 
6,300 7,200 13,000 68 25 75 54/42 49/40 53/38 (99.6 98.6 98.6 


ity IM. 8,050 15,000 13,200 84 53 94 30/18 23/13 23/14 98.2 99.4 98.4 
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in four patients. These had fibromyomata, 

tubo-ovarian abscesses of long standing, or 

other unresponsive pathologic lesions. 
Response to Therapy. 


(a) Symptoms. Subjective improvement 
began within 24 to 72 hours after the initia- 
tion of cortisone therapy. There was a de- 
crease in pain, an increase in appetite and a 
general feeling of well-being, which in a few 
patients approached euphoria. This was not 
only a temporary respite, but has continued 
with permanent relief of symptoms and gen- 
eral improvement in health. In the nonopera- 
tive cases the menses have returned to a 
normal interval and flow, and menorrhagia 
has not recurred. 


(b) Signs. Within one week there was evi- 
dence of softening and an increase in mobil- 
ity of the pelvic masses. In several patients 
there was a reduction in the size of the pelvic 
tumors. The four patients who had surgical 
removal of the masses following the thera- 
peutic trial have subsequently been symptom- 
free. 

(c) Laboratory. (Table 1) The _ white 
blood cell count increased during cortisone 
administration, from 8,000 to 9,000 to 13,000 
to 15,000. The immediate response of the 
eosinophil count to therapy was a definite de- 
pression in 9 of the patients, although this 
depression was not uniform in its rate of ap- 
pearance. In one patient the eosinophil count 
actually rose during the therapeutic trial, but 
there was an adequate clinical response. The 
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erythrocyte sedimentation rate was lowered 
during cortisone administration, falling to a 
normal range after termination of the thera. 
peutic trial. On admission there were low 
grade temperature elevations (approximately 
99.4°) which returned to normal during the 
trial. Weight gain during the period of ther. 
apy ranged from 3 to 6 pounds. In none of 
the patients could we detect any significant 
changes in N.P.N., serum protein, chloride 
or other hematologic or biochemical determ. 
inations. 


Case Material 


Included in this study are patients with 
pelvic inflammatory disease of a resistant na- 
ture who were treated with cortisone and 
antibiotic therapy alone, as well as those who 
after treatment had surgical removal of the 
diseased tissue. In the latter four cases surgi- 
cal extirpation was done 3 to 21 days follow- 
ing completion of the therapeutic trial 
(Table 2). There was reduction of pelvic in- 
duration, a softening and decrease in the size 
of the masses and enhanced mobility of the 
pelvic structures. 


Surgical Cases 


Case 1. L.M.C. was a 30 year old married, nulli- 
gravida negress with symptoms dating from 1949. She 
had been conservatively treated before admission, in 
1954 with penicillin, vaginal douches, and sulfadia- 
zine during her menses, and had taken knee-chest 
exercises. On admission there were symptoms of severe 
dysmenorrhea and dyspareunia, mild menstrual ir- 
regularities and recurrent bouts of abdominal pain in 
the lower left quadrant. 


TABLE 2 


Case No. Operation 
and 
Initials 
1 D & C, left salpingectomy, 
L.M.C. 


presacral neurectomy, 
Olshausen uterine suspen- 
sion, associated appendectomy. 


Abdominal hysterectomy, 
P.C. bilateral salpingectomy, 
and oophorectomy. 


3 Total abdominal hyster- 
M.F. ectomy, bilateral salpin- 
gectomy and oophorectomy. 


Total abdominal hysterectomy, 
bilateral oophorectomy. 


Pathology 


(1) Proliferative endometrium 
(2) Hydrosalpinx, follicular 
(3) Nevus and ganglion 

(4) Normal appendix 


(1) Adenomyosis (nodular uterus) 
(2) Chronic bilateral tubo-ovarian 
abscess 


(1) Chronic cervicitis 

(2) Proliferative endometrium 

(3) Multiple myomas (one submucous) 
(4) Pyosalpinx, bilateral 


(1) Chronic cervicitis 

(2) Mild hyperplasia of endometrium 

(3) Myoma with hyalin degeneration 

(4) Wall of inflammatory cyst and 
chronic oophoritis 


B.L.P. 
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Pelvic examination revealed a left Bartholin cyst 
1 cm. in size, fixed third degree retroversion of the 
uterus, and a 3 to 4 cm. acutely tender adnexal mass 
at the left side and bilateral thickening. 


Preoperatively she was treated for 10 days with 
Aureomycin and cortisone. The patient declined 
hysterectomy. A conservative surgical approach, D & C, 
left salpingectomy, presacral neurectomy, and uterine 
suspension, revealed a proliferative endometrium, left 
hydrosalpinx and an adherent scarred right adnexa. 
The patient’s postoperative result has been satisfac- 
tory. While pregnancy has not resulted, the uterus 
has remained anteverted, normal menstrual function 
has been restored and her dysmenorrhea and dyspare- 
unia have been completely alleviated. 

Case 2. P. C. was a white, single 44 year old gravida 
I, para O, abortus I. The onset of the patient’s pelvic 
complaints dated from 1936. From then until 1953, 
she had had recurrent bouts of pelvic inflammatory 
disease requiring hospitalization and antibiotics, sul- 
fadiazine, penicillin and streptomycin, on numerous 
occasions. Three days before admission she developed 
severe lower abdominal pain and menorrhagia. 

Physical findings revealed pelvic peritonitis, bilateral 
tubo-ovarian masses, 6 to 7 cm. in diameter, indura- 
tion and thickening throughout the pelvis. 

After beginning the therapeutic regimen, penicillin, 
streptomycin, and cortisone for 16 days, there was 
immediate subjective improvement with euphoria. 
During the therapeutic trial the pelvic masses became 
softer, smaller and more mobile. At the time of oper- 
ation, a total abdominal hysterectomy and _ bilateral 
salpingo-oophorectomy were done without difficulty, 
in spite of adhesions and bilateral adnexal masses. 
The patient’s postoperative course has been asympto- 
matic and the pelvis has remained soft. 


Case 3. M. F. was a 32 year old married negress, 
gravida II, para II. Her symptoms had their onset in 
1947 with acute gonorrheal salpingitis, and was treated 
with penicillin. There were recurrent exacerbations, 
from then until her admission in 1954. She was treated 
with Gantrisin and penicillin. 

On admission she presented symptoms of lower ab- 
dominal pain, and a low-grade fever. Examination 
revealed severe pelvic tenderness with induration and 
a left tubo-ovarian mass, 3 to 4 cm. in diameter. 
Aureomycin and cortisone were given for 15 days. In 
addition to remarkable subjective improvement, the 
pelvic induration lessened to such an extent that the 
adnexal mass became mobile. After the completion of 
therapy a total abdominal hysterectomy and bilateral 
salpingo-oophorectomy were performed with ease. 
Postoperatively she has been asymptomatic and her 
pelvic contents have remained soft. 

Case 4. B. L. P. was a 30 year old married negress, 
gravida III, abortus III. Her symptoms of pelvic in- 
flammatory disease began in 1940, and since then 
there have been recurrent flare-ups of infection. Ten 
days prior to admission in November, 1953, she had 
the onset of profuse vaginal bleeding, dysuria and 
subsequently complete secession of bowel function. 

There was a foul, purulent, vaginal discharge and 
physical findings of pelvic peritonitis, paralytic ileus, 
bilateral pelvic tenderness and induration. 
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After stabilization and decompression of the bowel, 
she was placed on cortisone and antibiotic therapy for 
nine days. Subjective and objective improvement was 
dramatic. There was softening and increased pliability 
of the pelvic viscera. Operation was delayed three 
weeks following the therapeutic trial. In the interval 
a pelvic abscess drained spontaneously into the peri- 
toneal cavity. Preoperative antibiotics, fluids and bowel 
decompression were necessary to alleviate the perito- 
nitis. At operation the uterus and ovaries were re- 
moved (there had been previous bilateral salpingec- 
tomy for tubal pregnancies) with surprising technical 
ease. She had a benign postoperative course and had 
no residual pelvic symptoms or signs. 


Comment 


In all the above patients treated surgically, 
the removal of the diseased pelvic viscera was 
facilitated by the therapy and was technically 
easier than one could have anticipated had 
cortisone and antibiotics not been employed. 


The remaining six patients were treated 
with cortisone and antibiotics alone. All have 
returned to full-time occupations as house- 
wives and employees, and have remained 
asymptomatic from 6 to 24 months following 
completion of the therapy. 


Medical Cases 


Case 5. C. S. was a colored, 28 year old married 
woman, gravida II, para I, abortus I. Symptoms of 
pain in the right hip, leg and lower abdominal 
quadrant, menorrhagia and constipation dated from 
September, 1952. She received antibiotics and vaginal 
douches at this time. 


In January, 1953, she was admitted to the hospital 
with the same symptoms and with findings of a frozen 
pelvis and two masses, a soft one in the cul-de-sac, 
the other was firm and nodular and extended to the 
level of the umbilicus. Menorrhagia had produced a 
severe anemia (7.5 Gm./100 ml.) which was corrected 
with blood transfusions. 

During the 16 day therapeutic trial definite soften- 
ing of the pelvic masses occurred; by the twentieth 
day the patient was asymptomatic. There was a de- 
crease in size, a lessening of induration, and an in- 
creased mobility of the pelvic masses. Within one 
month she had a normal menstrual period, and began 
a three weeks course of diathermy to the pelvis. Now, 
24 months later, she has been asymptomatic, her 
periods have remained normal in all respects and on 
examination there is a residual small 3 cm. mass in 
the right tube (hydrosalpinx). At first it was planned 
to remove the infected structures surgically. The initial 
and subsequent response has eliminated the necessity 
for surgery. 

Case 6. L.M. W. was a 31 year old married negress, 
nulligravida. Her course had been followed in the 
Outpatient Department for pelvic inflammatory dis- 
ease since 1948; she had received multiple courses of 
penicillin and Gantrisin. For a month she had been 
seen several times daily in the Emergency Room be- 
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cause of pelvic pain and low-grade fever. She was 
hysterical and uncooperative. Treatment with anti- 
biotics on an outpatient basis failed to improve her 
symptoms. Because of the complex nature of the prob- 
lem, she was admitted to the hospital. 

Examination revealed severe induration and _ loss 
of mobility of the pelvic structures. After treatment 
with cortisone and Aureomycin for 72 hours there was 
a dramatic relief of pain; she became ambulatory, 
began eating and was subjectively improved. Now the 
patient could be adequately examined. There was 
minimal pelvic tenderness. Bilateral adnexal masses 
about 3 to 5 cm. in diameter could be identified. 
Therapy was continued for 15 days. A month after 
treatment she was found to have no pelvic tenderness 
and only slight pelvic induration and has continued 
to be asymptomatic. 

Case 7. M. A. B. was a colored, single 26 year old 
gravida I, para I. The patient had been treated for 
venereal disease and pelvic inflammatory disease from 
the age of 18, and had a vulvectomy for elephantiasis 
of the vulva a year previously. She had been treated 
prior to admission with douches, knee-chest exercises, 
diathermy and antibiotics without improvement. 
There had been slight menstrual irregularity. Frei 
test was negative. 

On admission the patient had a fixed retroverted 
uterus, firm induration and tenderness of both adnexa, 
an almost frozen pelvis. Following 12 days treatment 
with antibiotics and cortisone, she felt so well that 
she left the hospital against advice before the cortisone 
could be gradually discontinued. Six months later the 
patient was asymptomatic, free of pelvic discomfort 
and her menses had returned to normal. Pelvic ex- 
amination revealed the uterus to be in second degree 
retroversion, but the adnexa were soft and no masses 
were palpable. 

Case 8. D. J. B. was a white married 25 year old, 
gravida II, abortus II, with a seven year history of 
pelvic inflammatory disease. In 1947, she was treated 
with penicillin and sulfadiazine for syphilis and pelvic 
inflammatory disease with an abscess. Since that time 
she has had repeated courses of antibiotic and sulfa 
therapy, but continued to have recurrent lower ab- 
dominal pain and low backache. 

Examination at the time of admission in September, 
1954, revealed both adnexa to be moderately thickened 
and fixed. After 10 days of cortisone and Aureomycin 
there was definite softening of the pelvic induration 
and some subjective improvement of the lower ab- 
dominal discomfort. Three months following therapy 
she had no symptoms of lower abdominal pain, no 
pelvic induration or tenderness. The only positive 
finding at examination was a small, 3 to 4 cm. non- 
tender, soft mass on the left. The patient felt greatly 
improved, and for the first time in seven years was 
asymptomatic. 

Case 9. A. L. P. was a colored married 31 year old, 
gravida I, para I. Her symptoms of menorrhagia and 
pelvic discomfort predated admission by at least six 
months. 

On admission in May, 1954, there were bilateral 
masses, on the left a tender one 6 to 7 cm. in diameter, 
and on the right a 3 to 4 cm. one. After 17 days of 
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therapy, cortisone and Aureomycin, there was te. 
markable relief of pain and pelvic tenderness. When 
last seen the patient was asymptomatic and had a 
residual 4 to 5 cm. nontender right adnexal mass, 


Case 10. I. M. was a colored married 34 year old, 
gravida I, para I. The patient gave a seven year his. 
tory of recurrent bouts of bilateral lower abdominal 
quadrant pain, dysmenorrhea, dyspareunia and vaginal 
discharge. For these, she had received multiple courses 
of antibiotics, diathermy and douches. 


On admission in September, 1954, there were found 
bilateral adnexal masses, 3 to 5 cm. in diameter, and 
moderate pelvic induration. Following a nine day 
therapeutic trial of cortisone and Aureomycin the 
pain was relieved; pelvic findings were improved with 
only minimal residual thickening and tenderness on 
the right side. Now 18 months later, she is symptom- 
free and without further reinfection or exacerbation, 


Discussion 


Cortisone reduces toxicity and malaise in 
patients with infection. However, it sup- 
presses the mechanisms of the body’s defense 
of the reticuloendothelial system, reduces im- 
mune reaction to specific organisms and will 
mask clinical evidence of infection. We be- 
lieve, in cases of chronic pelvic inflammatory 
disease, an antibiotic should be combined with 
cortisone to protect the patient from her own 
infection. Furthermore, we feel that this form 
of therapy should be used only in a hospital 
and under strict clinical and laboratory super- 
vision. 

In resistant pelvic inflammatory disease an 
excessive allergic or immune response occurs, 
producing edema with induration of the ana- 
tomic structures, as well as adhesions. Corti- 
sone increases the capillary integrity, reduces 
the cellular inflammation, as well as increas- 
ing the tissue macrophages. Thus, by restoring 
the affected tissues to a more normal physi- 
ologic state, it is possible for the antibiotic 
to be concentrated in the affected area to such 
a degree that it will control the infectious 
process. There is experimental evidence that 
cortisone does not actually break down 
fibrous tissue® but reduces inflammation and 
edema associated with chronic infection. 

This therapy should be confined to those 
patients who have had repeated adequate 
trials of more conservative treatment. In all 
patients chronic disease, other than pelvic 
inflammatory disease, should be ruled out, 
especially diabetes mellitus and pulmonary 
tuberculosis. Patients in whom gastric or duo- 
denal ulcer is suspected should be examined 
thoroughly before this treatment is instituted. 
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Summary and Conclusions 


(1) Ten patients having resistant pelvic 
inflammatory disease of long standing have 
been treated with combined cortisone and 
antibiotic therapy at the Vanderbilt Uni- 
versity Hospital and the Nashville General 
Hospital. 

(2) The antibiotic used in 9 of these pa- 
tients was Aureomycin. In 3 cases this fol- 
lowed initial treatment with penicillin and 
streptomycin, and in the remaining patient, 
penicillin and streptomycin alone were em- 
ployed. 

(3) In 4 patients surgical exploration fol- 
lowed cortisone and antibiotic therapy. In 
these there was a decrease in the size of the 
pelvic masses, an increase in their softness and 
a remarkable decrease in the degree of pelvic 
induration and edema, which made the tech- 
nical aspects of the operation relatively easy 
where one would have anticipated difficulty. 


(4) All of the patients in whom cortisone 
and antibiotic therapy alone were used were 
relieved of the long-standing symptoms of 
pelvic inflammatory disease, and in no pa- 
tient has there been a recurrence. The follow- 
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up periods in these cases ranges from three 
months to two years. 


(5) Under carefully controlled conditions 
we feel that a combination of antibiotics with 
cortisone therapy has a definite place in the 
management of patients with long-standing 
and recurrent pelvic inflammatory disease 
who have not responded to other conventional 
methods of treatment. 


(6) The control studies, both clinical and 
laboratory, have been outlined in the above 
discussion. 


The authors wish to express their appreciation to 
Dr. Frank E. Whitacre for his courteous counsel. 
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Treatment of Alopecia Areata with 


Intradermal Injections of Thiamine 


Chloride: 


HERVEY A. FOERSTER, M.D., Oklahoma City, Okla. 


The critical evaluation of the efficacy of treatment in a benign self-limited 
disease is difficult; especially so when it involves the use of a substance 
with which the patient is amply supplied in the average diet. 


ALOPECIA AREATA, as the name implies, is a 
disease in which spotty patches of hair are 
lost from the scalp or beard. The hair loss 
is rather sudden in most cases, and the 
patches are characterized by total baldness. 
Although it is usually confined to the scalp, 
the beard, eyebrows, and eyelashes may be 
involved. The individual patches are usually 
round and from one to three inches in 
diameter and the entire manifestation is 
limited to one or two such areas in most 
cases. In some instances, however, the patches 
are so large and numerous that only irregular 
areas covered with hair are left. The integu- 
mental surface of the patchy area is character- 
istically smooth, noninflamed, and usually 
the color of normal skin or slightly paler, 
and may sometimes be confused with the 
bald patches of lupus erythematosis and ring- 
worm. Microscopically! the skin shows 
atrophy of the pilosebaceous follicles, and 
the roots of the fallen hair show atrophy. 
There is usually an inflammatory infiltration 
into the corium. 


The disease was described in the early 
1800's by Gruby? who reported that a para- 
site was the etiologic source. Later Sabouraud 
regarded the disease due to a specific micro- 
organism and reported an epidemic in 
France. (In retrospect, such an epidemic was 
probably due to a widespread fungus infec- 
tion or tinea capitis, and not true alopecia 
areata.) 


Erasmus Wilson,® writing in 1840, gave an 


*Read before the Section on Dermatology and Syphilology, 
Southern Medical Association, Forty-Ninth Annual Meeting, 
Houston, Tex., November 14-17, 1955. 


accurate description of the disease and con- 
demned the parasitic theory. He felt that 
a circulatory disorder brought about the 
lesions and therefore advocated the use of 
external irritants whose prime purpose was 
to stimulate circulation of the lesion areas, 

The etiology of alopecia areata is un- 
known or at best obscure. As noted above, it 
was thought by some to be of parasitic origin 
and was reported as epidemic in various 
localities and institutions. Some believe that 
circulatory disturbances are the cause. Others, 
including the author, have a strong suspicion 
that it is of nervous origin, since the disease 
seems to be traceable to nervous shock, 
anxiety, worry, and, in rare cases, as to trau- 
matic neuritis. (I recall a young white woman 
who received a rather severe blow on the 
occiput and developed alopecia areata in 
the area involved.) Although this neuro- 
trophic theory of alopecia areata has a fair 
amount of evidence, many patients are 
vigorous, healthy and possess well-balanced 
nervous systems which show no sign of un- 
due mental stress or strain. As a rule the 
male is more prone to this disease than the 
female. It is no respector of social class or 
occupation. The disturbance may appear at 
any time in life, although it is rare before 
the fifth year; the most frequent period is 
middle adult life. 

The prognosis of alopecia areata is quite 
variable and difficult to predict. As a rule, 
however, the prognosis is usually good in 
younger patients and those without exten- 
sive involvement. Lesions of the beard are 


- 
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more resistant to recovery than those of the 
scalp. 

Since Wilson’s time practically all derma- 
tologists have used irritant therapy. Treat- 
ment by various authorities have included 
such local agents as phenol,* chrysarobin, 
salicylic acid,® cresol, tincture of iodine, 
chloroform, bichloride of mercury and 
betanaphtol,® ultraviolet light,? violet ray, 
galvanic current and x-ray. At the present 
time phenol and ultraviolet light are the 
most widely used methods of treatment. The 
rather irrational use of such agents was 
brought to the author’s attention by a patient 
in 1947, who, without much benefit, had 
been to several dermatologists because of 
alopecia areata. He asked if there was not 
some way to bring back the growth of his 
hair without burning up his scalp with car- 
bolic acid and ultraviolet light, which he 
stated only seemed to irritate his scalp. His 
plight seemed reasonable and certainly 
warranted further investigation. Soon after- 
ward, as I was mulling over the fate of this 
patient, it came to mind that thiamine 
chloride had been used successfully in neu- 
ritis and various nervous disorders. If the 
disease were of neurotrophic origin, as I 
believe, it certainly would be more logical 
to treat it with a vitamin like thiamine chlo- 
ride than such irritants as phenol or ultra- 
violet light. Thiamine chloride was then 
given orally and by intramuscular injections 
but without success. However, when large 
concentrations of the drug were injected 
directly into the scalp, regrowth of the lost 
hair did occur. The explanation as to why 
such a procedure was effective may be that 
the small nerve ending of the hair follicles 
are dormant or atrophied in alopecia areata 
and the thiamine chloride injected into the 
area gives a sufficiently high concentration 
to bring about acceleration of the nerve 
regeneration. 

The technic is as follows: (Thiamine chlo- 
ride aqueous solution, 100 mg. per cc.) is 
injected with a tuberculin syringe and a 30 
gauge needle intradermally into the bald area 
of the various patches. The sites of injection 
are painted with tincture of Merthiolate, and 
injections are made of approximately 0.1 cc., 
spaced 1.5 cm. apart. If the injection is given 
slowly, there is little pain. Injections are 
given once a week, for a series of ten weeks 
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or until evidence of regrowth of hair takes 
place. It is sometimes necessary to give two 
or more courses of treatment. I have treated 
68 patients, ranging in age from 11 to 55 
years by this method during the past seven 
years with approximately 80 per cent good 
results or regrowth of hair in alopecia areata. 


Summary 


(1) Alopecia areata is a disease of un- 
known etiology. 


(2) The neurotrophic theory and the 
parasitic theory have been advocated by 
various authors. 


(3) The writer favors the neurotrophic 
theory and advocates a method of treatment 
by the use of an aqueous solution, thiamine 
chloride, injected into the skin of the 
patches. 
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Discussion (Abstract) 


Dr. J. W. Burks, Jr., New Orleans, La. We are in- 
debted to Dr. Foerster for the introduction of a new 
modality in the treatment of a disease of unknown 
origin. My only criticism is that he has been using 
it all these years without sharing his secret. The 
currently popular treatment by irritation with phe- 
nol, I am sure, is as repugnant to us as it is to Dr. 
Foerster. It will be all the more distasteful to you to 
learn this treatment by irritation is 3400 years old. 

According to the Papyrus Ebers, which is the third 
oldest medical document and was written in 1500 
B.C., the Egyptians used the burnt quills of the por- 
cupine and the ground-up hoofs of the rhinoceros 
for rubbing into patchy areas of baldness. Indeed, Dr. 
Foerster has brought us a long way from the days 
of blind therapeutics! 

Although it cannot be denied that we see alopecia 
areata occasionally associated with “nervous shock,” 
in my opinion, this association is usually more ap- 
parent than real. At present there is no scientific 
evidence that human hair is under direct nervous 
control. Dr. Foerster’s experiences are in support of 
nutritional origin of the disease. Now that he has 
made this discovery, I hope that he will go to the 
laboratory and try to shed some light on the possible 
relationship of vitamin B and hair growth. 


Dr. James G. Thompson, Jackson, Miss. 1 think 
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that Dr. Foerster should be commended for presenting 
us with such a carefully prepared discussion on a 
condition which has baffled all dermatologists for 
years, and I feel certain that all of us have wondered 
at times why apparently normal hair falls with little 
or no ceremony from an apparently normal head. 

I have contemplated this on many occasions and 
have always believed, or at least for many years have 
believed, that the loss of hair was in some way due 
to a neurotrophic disturbance which may have caused 
some atrophy in the hair-forming apparatus with a 
subsequent or consequent loss of hair. Therefore, I 
believe that the motivating thought back of Dr. 
Foerster’s paper is good, that thiamine chloride should 
get into the scalp by ingestion as well as by injection, 
but it apparently does not. It seems to require in- 
jection right into the area. That the injection of the 
thiamine chloride into the area may produce an 
irritation with subsequent hyperemia, and may in- 
crease the blood supply and speed up the reparative 
processes, probably in the same manner as ultraviolet, 
x-ray, phenol and other irritants do, rather than by a 
specific effect of the vitamin on the nerves seems 
possible. 

What percentage of patients having alopecia areata 
will grow hair in three months with nothing done 
to them? I have never gone through our files to see, 
but my recollection is that all of my patients under 
35 years of age who did not have alopecia universalis 
have recovered. 

The objection of the “burned-up” skin is removed, 
and this is an advantage in some patients. The fact 
that the medicine is injected directly into the part 
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affected has a positive psychological effect upon some 
patients. 


The lack of controls in Dr. Foerster’s series may 
leave some doubt in the minds of certain people as 
to whether this treatment actually shortens the treat. 
ment time or not. Therefore, I would like to sugges: 
a set of controls that would help to determine how 
much injection of the thiamine chloride speeds up 
the recovery. First, on every patient where there are 
multiple areas of baldness, one or more areas could 
be injected, whereas one area could be stuck with the 
same needle and a small amount of distilled water 
or normal saline could be injected without the 
patient knowing this. I do not mean he would not 
know he was stuck, but that he would not know what 
he was getting. 

The treatment of all patients could be compared 
with all the patients in one file, and this would give 
one an index as to whether the treatment was an im- 
provement or not. 


Dr. Foerster (Closing). The majority of patients 
having alopecia areata will recover whether anything 
is done or not, but I know that in this day and age 
if you do not treat these patients many “hair-growing 
corporations” throughout the Southwest will be 
anxious to get these patients and publish their 
pictures in the paper. 

My average time for regrowth of hair is about 
two and a half to three months, and psychologically 
my treatment appeals to the patients and they are 
satisfied. I have not treated many children, and I can 
see the difficulties if you have to inject the skin in 
a child under five or six. 
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Laryngitis in Children 


C. J. HEINBERG, M.D., Pensacola, Fla. 


The author outlines the need for the otolaryngologist early in the 
course of laryngitis or obstruction of the larynx in children. 


MANY CHANGES IN THE CONCEPT of laryngeal 
obstruction in children have occurred during 
the past three decades. The medical profes- 
sion has realized that infections other than 
diphtheria can be the cause of acute obstruc- 
tion of the airway. The incidence of laryn- 
gitis from diphtheria has been greatly reduced 
by the widespread use of antidiphtheritic im- 
munization. However, it was thought that all 
cases of obstruction were due to diphtheria, 
until approximately thirty years ago. 

Neffson! states that though no age group is 
exempt from acute laryngeal obstruction, the 
greatest number occurs at the ages of one and 
two years and more often in males than in 
females. 


Chemotherapy and the antibiotics have led 
the family physician or pediatrician to direct 
the handling of these cases. When the laryn- 
gitis in the child becomes obstructive the 
laryngologist enters the picture, and it is 
usually his lot to try to bring the patient out 
of a state of extremis. 

The purpose of this presentation is to plead 
for teamwork early in order to prevent anox- 
emia and toxemia of severe import. 

When a patient has acute respiratory dis- 
tress it must be determined whether or not 
this distress is due to obstruction in the air- 
way. Many cases of tonsillitis, peritonsillar 
abscess, anterior poliomyelitis with intercostal 
or diaphragmatic paralysis and weakness of 
the voice, asthma and other diseases with their 
attendant respiratory distress are often con- 
fusing. 

To confirm the diagnosis of acute laryngeal 
obstruction it is necessary to establish the 
presence of a mechanical block in the airway. 
This block is manifested by stridor, retraction 
of the mobile parts of the chest wall on in- 
spiration, ballooning of the neck, contraction 
of the abdominal muscles on expiration and 
the suppression of breath sounds. It should 


be remembered that the younger the patient 
the more mobile is the chest wall. It is most 
important to make certain that the difficulty 
is really inspiratory and not expiratory. 


When it has been decided that the patient 
has an obstruction in the laryngotracheal air- 
way, the etiology must be determined. David- 
son’s? classification of acute obstructive laryn- 
gitis is helpful and is as follows: 

1. Acute supraglottic edematous laryngitis 

A. Acute epiglottitis 
B. Edematous septic laryngitis 
C. Influenzal laryngitis 
D. Edema of the glottis 
. Angioneurotic edema 
. Laryngeal diphtheria 
A. Membranous croup 


. Subglottic allergic edema 
A. Spasmodic croup 
B. False croup (spasmodic laryngitis) 
C. Catarrhal spasm of the larynx 


. Acute laryngotracheobronchitis 
A. Subglottic laryngitis 

6. Foreign bodies in the larynx or upper trachea 

All forms of laryngeal obstruction bring 
the secondary muscles of respiration into play, 
causing the classical retraction of the soft 
tissues above the clavicles and in the epigas- 
trium. 


The onset may be very sudden and may be 
very severe in a matter of hours. It is not un- 
usual to see a child who has been apparently 
well, except for a slight cold, suddenly become 
toxic, have hyperpyrexia and signs of ob- 
struction to respiration. 

Laryngitis in children is either supraglottic 
or subglottic. There are important differen- 
tial signs. In the supraglottic, cough is almost 
never present and there is no hoarseness. 
Dysphagia and dyspnea are marked. The 
diagnosis can usually be made by pulling the 
tongue forward and examining the epiglottis, 
which is seen to resemble a bright red cherry. 
Intubation should never be done in these 
cases since the edematous folds will cover the 
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orifice of the intubation tube. Tracheotomy 
is always the preferable procedure. 


In the septic forms of supraglottic obstruc- 
tion there is marked edema and hyperemia. 
The organisms found are usually the pneu- 
mococcus, streptococcus, H. Influenzae and 
Esch. coli communior. Laryngeal complica- 
tions of influenza generally appear in cases in 
which there is involvement of the upper 
respiratory tract with this disease. 

Edema of the glottis may be caused by fac- 
tors above the level of the larynx. Obstruc- 
tive lesions in the nose and nasopharynx 
necessitating mouth breathing are at times 
causal agents. Trauma is another factor.* 

In angioneurotic edema the supraglottic 
structures swell, sometimes very rapidly. Ex- 
amination shows a pale, watery edema in con- 
trast to the cherry red swelling seen in acute 
supraglottic laryngitis. 

Supraglottic laryngitis does not extend and 
become subglottic. The edematous folds are 
sometimes aspirated into the glottis causing 
sudden asphyxia. 

Laryngeal diphtheria may be overlooked, 
since the physician may be deceived by hoarse- 
ness with a negative pharyngeal culture. A 
history of a Schick test is informative. Here, 
as in other cases of laryngitis, direct laryn- 
goscopy with cultures taken directly from the 
larynx and trachea are important. The his- 
tory of low-grade fever and hoarseness for sev- 
eral days before the onset of signs of dyspnea 
are helpful. 


Spasmodic croup usually awakens children 
at night; they are well during the day. Croup 
is allergic in origin and is aggravated by a 
postnasal drip and thermic changes. 

Acute laryngotracheobronchitis has been a 
severe cause of laryngeal obstruction. Former- 
ly it was attended with almost an one hun- 
dred per cent mortality in spite of bron- 
choscopic aspirations of crusts and exudate. 
This disease begins rather suddenly with 
temperatures ranging from 100° to 105°. The 
cry is clear proving normal vocal cords free 
from membrane, in contrast to the hoarse cry 
of diphtheria, and the absence of cough in 
supraglottic edematous laryngitis. Direct lar- 
yngoscopy reveals hyperemia, edema, thick 
mucoid secretions and perhaps crusting of the 
subglottic tissues. Cultures have shown pre- 
dominately the Str. hemolyticus; Straph. albus 


MARCH 1957 


is found in some cases, also, D. pneumoniae, 
K. pneumoniae, H. influenzae, and H. per. 
tussis. 

Sudden dyspnea which is usually afebrile 
should incite suspicion of a foreign body, 
Wheezing rales are usually present. A nega- 
tive x-ray film is meaningless, except for an 
opaque foreign body. Many cases have been 
observed where the x-ray examination was 
negative and foreign bodies were discovered 
and removed from the larynx. 


Laryngeal web and spastic paralysis due to 
birth injuries produce laryngeal obstruction 
in infants. These dyspneas are not acute but 
may be severe. 

Bulbar poliomyelitis also causes obstruction 
of the air passages. The obstruction is due to 
secretion or to bilateral paralysis, or spasm of 
the vocal cords.5 


Treatment 


The primary item of treatment for the lar- 
yngologist is diagnosis. As leader of the team 
he must inform his colleagues as to the pres- 
ence of an obstruction in the airway causing 
the dyspnea, the type of obstruction, and give 
his advice for the best remedial measures. 

Prompt and efficient measures must be un- 
dertaken for the immediate relief of obstruc- 
tion. In inflammatory conditions about the 
laryngeal orifice penicillin and dihydrostrep- 
tomycin or Aureomycin are instituted im- 
mediately, and cultures made afterwards. This 
should be done in the admitting or emerg- 
ency room even before admission to the hos- 
pital. 

In diphtheria the giving of antitoxin ther- 
apy should be in one large first adequate 
dose without repetition; this will prevent too 
rapid sloughing of the membrane with possi- 
ble asphyxiation and will give adequate pro- 
tection. Penicillin is administered to protect 
against secondary invaders. 

Allergic conditions respond favorably to 
epinephrine, aminophyllin, antihistamines 
and ACTH. 

In acute laryngotracheobronchitis treat- 
ment is started with a mechanical humidifier 
and oxygen. Antibiotics are given. Another 
therapeutic agent has been added to our 
armamentarium in the form of Alevaire 
which is a mucolytic aerosol detergent solu- 
tion.® It is used by aerosol inhalation to dis- 
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solve bronchial secretions and to moisten the 
mucous membranes in a great many respira- 
tory conditions, but many times has been live- 
saving in tracheobronchitis where it is par- 
ticularly effective. It is not attacked by tis- 
sue lipases and therefore retains its detergent 
properties almost indefinitely. Its value is 
further enhanced by its compatability with 
antibiotics (with the exception of Terramy- 
cin) and a wide variety of other therapeutic 
agents. 

Alevaire should be used in an undiluted 
form and only by an aerosol nebulizer deliv- 
ering a fine mist without large droplets. The 
nebulizer is attached to an oxygen tank, the 
vapor being delivered into a croup tent or 
incubator.? 

When laryngeal obstruction causes an in- 
crease in the pulse or respiratory rate trach- 
eotomy should be done. Pronounced restless- 
ness with the airway filled with secretions in- 
dicates the need of surgical relief. Caution is 
advised against waiting for extreme anoxia. 
Measurement of the vital capacity, where 
feasible, is helpful; this is simply done with 
the McKesson-Scott apparatus. The reduction 
of the vital capacity, to 25 to 30 per cent of 
the predicted value indicates the need for the 
respirator in poliomyelitis and may also in- 
dicate tracheotomy.*®.® 

Obviously the presence, or suspected pres- 
ence, of a foreign body in the air passages 
indicates endoscopy. 
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Summary 


Laryngitis in children can rapidly become 
obstructive. 


All cases of laryngitis should have direct 
laryngoscopy for diagnosis, and for aspiration 
of material for smears and cultures. 


Alevaire, by aerosol, with added therapeu- 
tic agents is an efficient adjunct to the ther- 
apeutic armamentarium. 


Tracheotomy is often a lifesaving proce- 
dure. It should be done early and surgically, 
and not as an emergency procedure if avoid- 
able. 


The laryngologist should be a member of 
a team and not be called as a last resort. 


109 North Baylen Street 
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Management of Acute Head Injuries 


EDGAR N. WEAVER, M.D., Roanoke, Va. 


With the manslaughter and maiming by motor accidents on the highways, head injuries may 
become the responsibility of many physicians, irrespective of specialty or general practice. 
A review such as this is appropriate reading for the practicing physician. 


THE TERM HEAD INJURY, although a widely 
used and acceptable term, does no more than 
imply that there has been a blow to the head 
and does not give any indication as to the 
kind or severity of the injury. 

Accordingly, a review of this important 
aspect of medicine should include injuries 
to the scalp and skull; secondly, injuries to 
the brain; and thirdly, the complications that 
may arise from such injuries. 


I. Injuries to Scalp and Skull 


A. Scalp wounds 
Hematomas 
Abrasions 
Puncture wounds 
Lacerations 
Avulsions 

BR. Skull fractures 

1. Linear 

2. Stellate 

8. Comminuted 
4. Depressed 
5 
6 


Basilar 
Penetrating 
a. Bullet 
b. Stabs 
c. Others 
II. Injuries to the Brain 
A. Concussions—mild 
B. Contusions—moderately severe 
C. Concussion, contusion, laceration, and hemor- 
rhage—severe 


The essential complications that may arise 
from injuries to the head are as follow: 
I. Early 
A. Infection 
1. Scalp 


2. Osteomyelitis 
3. Meningitis 
4 
5 


Septic encephalitis 

. Brain abscess 

8. Hemorrhage 

1. Scalp 

2. Intracranial 
a. Extradural 
b. Subdural—acute, subacute, or chronic 
c. Subdural hygroma 
d. Intracerebral 


e. Intracerebellar 
f. Arteriovenous aneurysm—early or late 


II. Late 
A. Epilepsy 
1. Petit mal 
2. Grand mal 


3. Focal or Jacksonian 
B. Post-concussion syndrome 
1. Persistent headache 
2. Nervousness 
§. Irritability 
4. Insomnia 
5. Personality changes 
6. Palpitation 
7. Cold sweats 
8. Many others 


C. Various neurologic deficits or sequelae 


Scalp Injuries 


Injuries to the scalp may occur as hema- 
tomas, lacerations, abrasions, avulsions, or 
puncture wounds, with or without underlying 
skull fractures. Moderate sized or large hem- 
atomas should be aspirated by sterile technic 
to hasten recovery, and to prevent organiza. 
tion of the clot and later calcification. This 
type of calcification is occasionally seen in 
children, resulting in slight deformity of the 
head, and may require operative removal. 
After aspiration some type of pressure dress- 
ing will aid in the prevention of further bleed- 
ing. 

The main objective in the treatment of 
open wounds of the scalp, whether abrasions, 
lacerations, avulsions, or puncture wounds, is 
the prevention of hemorrhage and infection, 
and, accordingly, all open wounds of the scalp 
should be treated carefully and expertly. 
Hemorrhage can be controlled by firm digital 
pressure or by some type of pressure dressing 
until more definitive treatment can be under- 
taken. Abrasions need no special treatment 
other than those to prevent infection. Lacera- 
tions, avulsions, or puncture wounds may 
need surgical closure. When this is the cas¢ 
the hair should be shaved with a wide margin 
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ground the wound, and the wound washed 
with soap and water, pHisoderm, or some 
other suitable cleansing agent. The area is 
then prepared with a surgical antiseptic solu- 
tion, and the wound anesthetized with Novo- 
caine for debridement and suture. Such 
wounds should then be ready for closure as 
any clean surgical incision. In a contaminated 
scalp wound it is advisable to use fine catgut 
for the galea and interrupted silk for the skin. 
Large lacerations, and particularly avulsions, 
may be extensive enough to warrant some 
form of plastic closure. All scalp wounds 
should be closed primarily if possible. How- 
ever, if the wound is seen too late or there 
is evidence of infection, primary closure is 
contraindicated. The correct and expert 
handling of wounds of the scalp is empha- 
sized because of the severe complications 
which follow an infected scalp wound. The 
most severe of these are a fulminating cellulitis 
of the scalp, osteomyelitis of the skull, menin- 
gitis, septic encephalitis, and brain abscess. 


Skull Fractures 


Skull fractures may be linear, stellate, com- 
minuted, depressed, or penetrating (bullet 
wounds, etc.), and except for the penetrating 
ones occur without an open wound of the 
scalp. Fractures, unless depressed or associated 
with spinal fluid leakage from the nose or 
ears, or associated with intracranial aeroceles, 
demand no special surgical attention. How- 
ever, a depressed skull fracture, and especially 
one associated with an open scalp wound, is 
usually a neurosurgical emergency and should 
be elevated as soon as the patient’s condition 
permits, preferably within the first eight 
hours. With the use of antibiotics the pro- 
cedure can be delayed; however, all are 
best treated within twenty-four hours from 
the time of injury. Occasionally there may 
be a small depression of the inner table with 
little displacement, and with no x-ray evi- 
dence of spicules of bone in the brain sug- 
gestive of dural penetration or brain injury. 
In these cases it may be wiser to avoid surgical 
intervention. One may see others in which 
there is a depression, but the patient’s con- 
dition does not warrant immediate operative 
intervention for various reasons. On palpa- 
tion, a subpericranial hemorrhage will at 
times give the examiner the impression that 
a depressed skull fracture is present. This is 
particularly true in children, and an x-ray 
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examination may be necessary for differ- 
entiation. 


One of the most serious of the late com- 
plications of a depressed skull fracture is post- 
traumatic epilepsy. On a whole, the earlier a 
depression is elevated the better the chance 
of preventing this serious complication. At- 
tacks can be grand mal, petit mal, or Jack- 
sonian in character. Penfield and Shaver! have 
shown that the frequency of the development 
of convulsions is high when there is associated 
dural injury or a combined dural and cerebral 
laceration. 

Penetrating brain lesions occur most fre- 
quently as the result of bullets. However, ice 
picks and other objects will cause similar 
lesions, but the treatment is essentially the 
same for all. Immediate surgical treatment is 
usually indicated with debridement of the 
wound and removal of the penetrating object, 
if possible. As a result of penetrating objects, 
the skull may be shattered, and there may be 
bone particles along the wound into the brain. 
In treating this type of wound, debridement 
is done for primary closure, and indriven 
bone particles and other foreign material re- 
moved by suction and thorough saline wash- 
ings of the wound. The dura is closed tightly. 
In addition to the surgical treatment, large 
doses of antibiotics are administered. The 
incidence of epilepsy following penetrating 
wounds with penetration of the dura and 
brain has been reported to be about 30 per 
cent, which is much higher than the incidence 
following a depressed skull fracture without 
retention of metallic or osseous fragments. 


Linear skull fractures in the basilar region, 
which extend into the sinuses or aural cavi- 
ties, with the leakage of spinal fluid, are 
potentially dangerous because intracranial in- 
fection may follow. In such an infection or- 
ganisms ascend intracranially by the same 
route as the spinal fluid leakage since the 
dura must be torn for the leak to occur. In 
fractures of the anterior fossa the spinal fluid 
leaks into the nose and throat, and is evident 
as a bloody spinal fluid dripping from the 
nose. If the leak persists clear spinal fluid 
may drip and be accentuated when the head 
is tilted forward. There is often a sensation 
of fluid trickling down the throat. Those who 
have a cerebrospinal fluid rhinorrhea should 
be warned against coughing, sneezing, and 
blowing their nose to lessen the chance of 
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organisms ascending into the intracranial 
chamber by negative pressure. It has also been 
recommended that the patient be propped up 
in bed, if fully awake, so that the weight of 
the brain may help close the dural opening. 
A cerebrospinal fluid rhinorrhea often ceases 
spontaneously, but if it persists surgical re- 
pair of the dural defect must be carried out 
by a frontal craniotomy approach. Anterior 
fossa fractures frequently produce anosmia 
(the loss of smell) either unilaterally or bi- 
laterally because of injury to the olfactory 
nerves. This is a disturbing feature, since 
taste is often distorted in the absence of smell. 
If the sense of smell does not return within 
the first 2 months following an injury there 
will probably be no subsequent return. 

Basilar fractures in the middle or posterior 
fossa with dural tears may result in a cerebro- 
spinal fluid otorrhea. When the patient hav- 
ing a head injury is first seen, one often 
notices a bloody discharge from one or both 
ears. It should be determined whether or not 
there is a laceration in or about the ear which 
is bleeding into the canal, or whether there 
is a fracture with perforation of the eardrum 
and escape of bloody spinal fluid. If this can- 
not be definitely determined, the patient 
should be treated as though a cerebrospinal 
fluid otorrhea is present. This is managed by 
washing the external ear with iodine and 
alcohol, or other suitable antiseptic solutions, 
and applying a loose sterile bandage over the 
ear so that the flow may be absorbed. The 
patient should lie on the involved side to 
promote drainage of the spinal fluid from 
the canal. External auditory canals should 
not be plugged with cotton or other material 
that would prevent drainage to the exterior. 
Suitable prophylactic antibiotic therapy is 
administered in these fractures, as well as in 
anterior fossa fractures. 

In fractures of the middle fossa deafness 
and tinnitus on the involved side is a fre- 
quent complaint due to injury to the auditory 
nerve. A peripheral type of facial paralysis 
sometimes is encountered because of a fracture 
through the petrous bone with injury of the 
facial nerve as it courses through the facial 
canal. It is important to ascertain whether 
the facial paralysis had an immediate onset, 
indicating probable transection of the nerve 
by a fracture into the facial canal, or whether 
the paralysis had its onset after a day or so 


suggesting hemorrhage into the canal. The 
knowledge of the onset of the facial Paralysis 
is important in regard to prognosis and future 
treatment. If the nerve injury is due to hemor. 
rhage and/or swelling, function will usually 
return within six months. If the nerve has 
been transected the function will never re. 
turn. Without evidence of any return of 
function after six months, a nerve anastomotic 
procedure should be considered, and an anas. 
tomosis of the distal end of the facial nerve 
in the neck with the proximal end of either 
the hypoglossal nerve or the spinal accessory 
nerve is the procedure of choice. 

An intracranial aerocele may result from a 
basilar fracture, and most often is seen when 
the fracture extends into the frontal or eth. 
moid sinuses. If an aerocele persists or in. 
creases in size, a dural repair will be neces. 
sary, as in the case with a persistent cerebro- 
spinal fluid rhinorrhea. 


Brain Injuries 

Head injuries may be so severe that path. 
ologic changes occur in the brain, as the result 
of the actual blow. These are concussions, 
contusion, lacerations, hemorrhages, and 
cerebral edema. Brain injury also may occur 
secondarily from a localized mass lesion with 
pressure on the brain, as by extradural, sub- 
dural, intracerebral, and intracerebellar hem- 
orrhages, or by a subdural hygroma. 


A concussion usually means the patient was 
made unconscious momentarily, or at most 
for a few minutes, and that there is no gross 
evidence of local damage to the brain. 
Though various concepts have been proposed 
concerning concussion it seems that definite 
microscopic changes do occur in the nerve 
cells. Denny-Brown, Russell,? and others have 
written on this matter. 


A contusion is a bruise of the brain and 
may be demonstrated at operation as a bluish, 
hemorrhagic area on the surface, the patho 
logic changes are similar to those of a bruise 
elsewhere on the body. 

Lacerations vary from small tears of the 
brain to extensive lacerations with large 
hemorrhages which require surgical evacua 
tion. Subarachnoid bleeding may occur after 
contusions and is almost always present with 
lacerations. 


Concussion or contusion producing short 
periods of unconsciousness require no specific 
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treatment other than bedrest, careful obser- 
vation, and supportive treatment unless com- 
lications develop. However, even the slight- 
est head injury may turn out later to be a 
neurosurgical emergency, if a localized clot 
develops. The concussion and contusion type 
of injuries most frequently cause post-trau- 
matic neurosis, consisting of persistent head- 
ache, nervousness, insomnia, irritability, and 
personality changes. Formerly prolonged bed- 
rest was recommended for prevention. How- 
ever, this has been changed since it appears 
that the earlier the patients are allowed up 
and about the ward, the more readily they 
return to work and the less the chance of a 
post-traumatic neurosis. The significance of 
this may be that the seriousness of the injury 
is minimized, resulting in less anxiety on the 
part of the patient concerning his injury. 

In the more severe brain injuries, which 
pathologically consist of concussions, con- 
tusions, lacerations, and hemorrhages, the un- 
consciousness may persist for days, weeks, or 
months. It is the patient who remains un- 
conscious that demands the most carefully 
planned and executed medical treatment and 
good judgment on the part of the physician. 
The essential features in the management of 
patients with prolonged unconsciousness are: 

1. Careful observation of the state of consciousness 
and development of neurologic changes. 
Careful observation of temperature, blood pres- 
sure, pulse, and respiration. 

Adequate fluid and food intake. 
Adequate bladder and bowel elimination. 
Hypertonic fluids may be used. 

Lumbar puncture may be indicated. 
Sedation. 

Prevention of bed sores. 

Prevention of infection. 

Postural drainage. 

Tracheostomy. 


rf 


When an unconscious patient is admitted 
to the emergency room, a careful examination 
is essential. In addition to the head injury, 
there are often associated injuries to the face, 
spine, chest, abdomen, or extremities. If the 
patient is in shock, associated injuries should 
be suspected, since a patient is rarely in shock 
as the result of a head injury alone. In the 
evaluation of an injured patient, it is the in- 
clination of house officers to rush them to 
the x-ray department for many films of the 
skull, chest, extremities, etc. However, there 
is usually very little to be gained by x-ray 
examination at this time and it may be harm- 
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ful to an unconscious patient. In some de- 
pressed skull fractures there are overlying 
scalp lacerations; in these the depression may 
be palpated by the examiner in the emergency 
room after putting on a sterile glove. It may 
also be possible to see or feel a depression of 
the skull not associated with a laceration. If 
operation is to be performed on a depressed 
fracture, it may be advisable to obtain x-ray 
studies, but this decision should be made by 
the surgeon. Unless there is a depressed skull 
fracture or a localized intracranial hemor- 
rhage, no surgical procedures on the head 
other than suture of the lacerations, are 
needed; and, the patient is put to bed and 
carefully observed. Associated injuries some- 
times need immediate attention, but, if pos- 
sible, should be delayed until the condition 
permits. Fractures of the facial bones may 
be attended to later. Long bone fractures may 
be splinted and definite treatment carried 
out later. However, injuries to the thoracic 
and abdominal viscera often demand immedi- 
ate attention. 


After an unconscious patient has been ad- 
mitted to the hospital, observation of the state 
of consciousness is of prime importance. If, 
from hour to hour, or from day to day there 
seems to be improvement in the degree of 
consciousness, the chances are that a surgical 
lesion (localized clot) is not developing, and 
only medical management is necessary. How- 
ever the drowsy, stuperous, or unconscious 
patient who becomes more deeply so, either 
suddenly or gradually, should be considered 
as having a localized mass lesion until proven 
otherwise. Thus, careful observation of the 
patient, with experience in evaluation, is es- 
sential in management and in decision for or 
against surgical intervention. When there is 
any question about the development of a 
mass lesion, it is wise to make burr openings 
in the posterior frontal region, on each side, 
with the patient draped in order that more 
anterior burr openings and ventriculography 
may be performed if no lesion is demonstrated 
by the burr openings alone. 

Temperature, blood pressure, pulse, and 
respiration should be recorded regularly, and 
may have very definite significance in the 
evaluation of the patient. With increased in- 
tracranial pressure there may be a rise in 
blood pressure with increased pulse pressure; 
and pulse and respirations may become slow 
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and the temperature may rise. These findings 
always suggest that increased intracranial pres- 
sure is present, and a mass lesion must be con- 
sidered. Patients who have severe head in- 
juries with frequent waves of decerebrate-like 
states, that is, extreme extensor rigidity of 
all four extremities associated with a rapid 
pulse and respirations and a high temperature, 
have a very poor prognosis. These signs are 
usually indicative of damage to the midbrain. 
Sponging with alcohol and the giving of 
aspirin rectally in doses of 30 grains may aid 
in lowering a high fever. 

The fluid and electrolyte balance must be 
adequately maintained. It is advisable to give 
intravenous fluids with the intake at about 
2,000 to 2,500 cc. per day in patients who seem 
to be waking up from a head injury, and pro- 
longed unconsciousness is not anticipated. 
However, in patients who do not wake up for 
several days, tube feeding should be started. 
Dehydrating agents, such as 50 per cent glu- 
cose or sucrose will lower intracranial pressure 
in extreme emergencies, particularly when 
there is a surgical lesion and operation has to 
be delayed for several hours. Fifty per cent 
glucose causes a temporary lowering of intra- 
cranial pressure which is followed by a rise 
greater than the initial pressure. Sucrose is 
damaging to the kidneys, but it does have a 
more lasting effect than glucose and is not 
followed by the cerebral edema attributed to 
glucose. Other satisfactory preparations for 
lowering intracranial pressure are paranamine 
and human serum albumin. 


Unconscious patients usually void in bed 
and rarely have a distended bladder; there- 
fore, repeated catheterization for relief of 
bladder distension is not indicated. Those 
who are unconscious for long periods of time 
should have an indwelling catheter inserted to 
make it easier from the nursing standpoint 
and to aid in preventing bed changes and bed 
sores. The occurrence of bed sores is a con- 
stant concern and demands excellent nursing 
care which should be directed by the phy- 
sician. The nurses should be constantly aware 
of the development of decubiti on the bony 
parts of the body; particularly the lower ex- 
tremities and in the sacral, buttock, and hip 
areas. Enemas may be given when necessary, 
if there is no evidence of increased intracran- 
ial pressure. Bowel elimination is extremely 
important but is often forgotten. 
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Restlessness is sometimes lessened with re. 
moval of bloody fluid by carefully executed 
lumbar punctures. The state of consciousness 
may also be improved by a lumbar puncture, 
Daily taps may be indicated. One should be 
certain the patient does not have a localized 
mass lesion and intracranial bleeding has 
ceased before lowering the spinal fluid pres. 
sure by removal of the bloody fluid. Lumbar 
punctures are contraindicated when there jis 
leakage of spinal fluid from the nose or ears, 
because the lowering of the cerebrospinal 
fluid pressure may cause a “backing up” of 
organisms into the intracranial chamber, 
Sedation with Sodium Luminal gr. I or I] 
every three to six hours is of benefit in con- 
trolling restlessness. Occasionally paraldehyde, 
chloral hydrate, and some of the other seda- 
tives may be used, but Sodium Luminal seems 
to be safer and more efficient. 

The question of the use of morphine, other 
opiate derivatives, or similar synthetic drugs 
for relief of pain is debatable, and, as a rule, 
it is best not to use such drugs unless the 
status of the patient is definitely known and 
under control. In a patient who has had a 
head injury and is alert, but has severe pain 
from an associated injury, such drugs are 
used only with caution. If there is drowsiness, 
stupor, or unconsciousness, the use of opiates 
or similar drugs can confuse the picture and 
make the physician’s evaluation more diffi- 
cult. They are definitely contraindicated in 
the presence of increased intracranial pres- 
sure or respiratory difficulty. 


Postural drainage helps in the prevention 
of pulmonary complications. It is good prac- 
tice to have these patients turned frequently, 
lying first on one side and then on the other 
about ten minutes of every hour, with the 
foot of the bed raised. The air passage should 
be kept as dry as possible with suction. When 
prolonged unconsciousness is anticipated, and 
there is much pharyngeal secretion, a trache- 
ostomy may be lifesaving. If necessary, after 
a tracheostomy, oxygen can be administered 
through a small catheter inserted in the tr 
cheotomy tube or by the use of an oxygen 
tent. The nurses should be carefully instructed 
in regard to handling the tracheostomy. 

Secondary injuries to the brain due to pres 
sure result from extradural, subdural, intra 
cerebral, and intracerebellar hemorrhages; 
and subdural hygroma. 
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Extradural Hemorrhage 


A localized extradural hemorrhage occur- 
ring after head injuries is fairly frequent. 
This rarely occurs without a fracture, usually 
in the temporal bone, which results in a tear 
of the middle meningeal artery, a branch of 
the internal maxillary. Since this artery enters 
the skull through the foramen spinosum and 
courses along a groove on the inner side of 
the temporal bone where it divides into an 
anterior and posterior branch, a fracture in 
the temporal bone causes a tear in the artery, 
resulting in an accumulation of blood be- 
tween the dura and temporal bone. Extra- 
dural hemorrhages sometimes occur in other 
areas of the cranium, but usually at the site 
of a skull fracture which has torn a small 
vessel. They are almost always unilateral, 
though a few are bilateral. A case of a large 
bilateral hematoma has been reported by 
MacCarty, Horning, and Weaver.’ Treatment 
is immediate surgical removal. The hemor- 
rhage develops in a matter of hours and rarely 
does the patient survive for more than 24 
hours without surgical evacuation. Extradural 
hemorrhages in the posterior fossa are rare 
but have been reported by Coleman and 
Thomson‘ and others. 


The classical picture of an extradural 
hemorrhage is that of a patient unconscious 
for a short period of time after injury, fol- 
lowed by a short lucid interval which in turn 
is followed by headache, restlessness, increas- 
ing stupor, progression to unconsciousness, 
focal or generalized convulsions, paresis or 
weakness of one side of the body, and a 
dilated and fixed pupil on the side opposite 
the weakness. There may be, and usually are 
changes in the blood pressure, pulse, respira- 
tion, and temperature due to increased intra- 
cranial pressure. In compensating for the in- 
creased intracranial pressure, the pulse and 
respirations are slow, the blood pressure is 
high with a wide pulse pressure, and a rising 
temperature occurs. When the patient be- 
comes “decompensated,” usually just before 
impending death, the blood pressure drops, 
the pulse and respirations become rapid, and 
the picture is one of shock. At this stage, un- 
less the clot is removed, death will soon occur. 
The dilated and fixed pupil is a late sign 
which develops only in patients who are in a 
state of some degree of stupor or unconscious- 
ness. A person with a dilated and fixed pupil, 
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who is fully awake or who is becoming awake 
and responsive, probably does not have a 
mass lesion; the dilatation may be due to in- 
jury of the oculomotor nerve and is to be dif- 
ferentiated from the dilated and fixed pupil 
resulting from an extradural hemorrhage. 
When a patient with a head injury is first 
seen, it is important to determine, if possible, 
whether or not the dilated and fixed pupil 
was present shortly after the accident. Oc- 
casionally, ambulance drivers or some other 
person may have noticed the characteristics 
of the eyes and should be questioned. 


The following case is rather typical of an 
extradural hemorrhage. 


A 20 year old boy was admitted to the emergency 
room of a hospital about three hours following an 
automobile accident. The boy was unconscious for a 
short while at the time of the accident, but awakened 
on his ambulance trip to the hospital, approximately 
an hour after the accident. He was admitted to the 
emergency room fully awake, but complained of very 
severe headache. He was seen by an intern who felt 
that his condition was good, and skull x-rays were 
ordered. While the x-rays were being taken, about 
half an hour after the patient was admitted to the 
emergency room, he became progressively drowsy, de- 
veloped convulsive movements of the left arm and 
leg, and a dilated and fixed pupil, all of which oc- 
curred while he was lying on the x-ray table. A 
neurosurgeon was consulted within half an hour after 
the development of coma, and at that time, the re- 
flexes in the left arm and leg were definitely in- 
creased. There was a dilated and fixed pupil on the 
right. The pulse was slow at about fifty per minute; 
and the respirations were slow and labored. X-ray 
studies revealed a fracture through the temporal bone 
on the right. The patient was taken immediately to the 
operating room. Because of progressive and dangerous 
slowing of the respirations, Coramine was given which 
aided his breathing. At operation, a large extradural 
hemorrhage was found in the right frontotemporal 
region. This was removed, and after a rather stormy 
postoperative course for the first several days, he fully 
recovered and was discharged from the hospital on 
the twelfth postoperative day. Subsequent examina- 
tions in the past several years have revealed no obvious 
neurologic sequelae. 


Subdural Hemorrhage 


Subdural hemorrhages may be acute, sub- 
acute, or chronic. They are usually due to 
rupture of a cortical vein, but sometimes from 
rupture of a cortical artery. The acute sub- 
dural hemorrhages occur quickly following a 
head injury; it may be difficult to differenti- 
ate this lesion from an extradural or intra- 
cerebral hemorrhage. There is rarely a fully 
dilated and fixed pupil, although there may 
be some dilatation of the homolateral pupil. 
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The treatment is immediate operation with 
evacuation of the clot through burr holes if 
possible. If the clot is semisolid and cannot 
be removed through a burr hole, the hole may 
have to be enlarged or a bone flap may have 
to be turned down. The prognosis in an acute 
subdural hemorrhage is much poorer than in 
an extradural hemorrhage, because of multi- 
ple bleeding points which cannot be con- 
trolled, resulting in refilling of the subdural 
space with blood soon after surgical evacua- 
tion. 


The subacute and chronic subdural hema- 
toma is more often liquid in character and 
usually occurs after insignificant trauma to 
the head. There is leakage of blood into the 
subdural space where it is trapped and can- 
not be absorbed. Some authors feel that the 
breakdown of blood produces an increased 
osmotic pressure, causing spinal fluid from 
the subarachnoid pathways to be drawn into 
the subdural space with enlargement of the 
mass. This, however, has not been definitely 
proved. There is an associated membranous 
formation which encases the hematoma, pro- 
ducing an encapsulated solid, semisolid, or 
liquid hematoma. Chronic calcified, or ossi- 
fied subdural hematomas are seen infrequent- 
ly. A chronic subdural hematoma is often not 
diagnosed before operation, and may be en- 
countered after posterior parietal burr open- 
ings are made for ventriculographic purposes 
in a patient who is thought to have a brain 
tumor. This results in a very happy situation 
for the operating neurosurgeon, since the 
hematoma can be evacuated through such 
burr holes with a complete cure. 


Chronic subdural hematoma is exemplified 
by the following case. 


A 26 year old man, who received a head injury in 
a motorcycle accident, was dazed but not unconscious. 
He apparently recovered except for a persistent mild 
headache. Approximately six weeks following the ac- 
cident, he was admitted to the hospital with severe 
headache, mental confusion, weakness of the right arm 
and leg, some motor aphasia, and early papilledema. 
Skull x-ray films revealed a shift of the pineal gland 
to the right. Bilateral posterior frontal burr openings 
were made, and a large liquid subdural hematoma was 
evacuated from the left side with immediate and com- 
plete cure of the patient. 


The results in this type of lesion are usually 
very good. 


Subdural Hygroma 


Subdural hygromas are similar to the sub- 


dural hematoma, except that spinal fluid 
seeps into the subdural space instead of blood, 
It causes essentially the same symptoms and 
signs as a subdural hematoma. The fluid jn 
the subdural space may be clear or it may be 
yellow, and there may be an increased pro- 
tein content. The spinal fluid pressure jg 
normal or slightly elevated. DaCosta and 
Adson® suggested that the arachnoid is ys. 
ually torn, causing the seepage of the fluid 
into the subdural space; this tear is often in 
the area of the optic chiasm and sylvian fis. 
sure. Operative evacuation by posterior fron. 
tal burr openings will produce a cure. 


Intracerebral Hemorrhages 


Intracerebral hemorrhages occur frequently 
as a result of a head injury and may be in the 
form of small diffuse lesions in the brain or 
large extensive subcortical hemorrhages. They 
most often are formed in the frontal lobe and 
tip of the temporal lobe, but occasionally in 
the occipital lobe. Surgical removal is in- 
dicated for large clots, after localization by 
ventriculography. 


Intracerebellar Hemorrhages 


Intracerebellar hemorrhages of traumatic 
origin are much less frequent than intracere- 
bral hemorrhages. Schneider, Lemmen, and 
Bagchi® have reported four cases of intra- 
cerebellar hemorrhages associated with contra 
coup lesions of the cerebrum. They have 
pointed out the importance of making sub- 
occipital burr holes in suspected cases. They 
also point out the importance of constant 
alertness on the part of the surgeon for contra 
coup intracerebral hematoma in the temporal 
or frontal lobes in patients with intracerebel- 
lar hematoma. 


Arteriovenous Aneurysm 


Traumatic arteriovenous aneurysms may 
occur at various places in the body due to an 
injury involving both an artery and a vein. 
Such may occur between the internal carotid 
artery and cavernous sinus due to a tear of 
the artery alone, since the course of the in- 
ternal carotid artery through the cavernous 
sinus is the only place in the human body 
where an artery runs through a venous chat 
nel. Consequently, a tear of the artery by a 
bone spicule, a penetrating object, or by 4 
rupture of a pre-existing carotid aneurysm 


irysm 
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will produce a communication between the 
arterial blood and the blood of the cavernous 
sinus. 

The three most common signs and symp- 
toms of an arteriovenous aneurysm (carotid- 
cavernous sinus) are unilateral exophthalmos, 
pulsating eyeball, and a bruit which is syn- 
chronous with the heart beat. The pulsating 
exophthalmos usually occurs within the first 
twenty-four hours after an injury; but may 
not appear until days, weeks, or even months 
later. It results from a retrograde flow of 
blood, with each heart beat, from the internal 
carotid artery into the cavernous sinus and 
thus into the ophthalmic vein. The pulsation 
of the globe can usually be seen and at times 
can be felt by the examiner. The bruit is 
heard by the patient as soon as he regains full 
consciousness. It is heard best by the examiner 
by applying the stethoscope over the frontal 
or temporal regions, or over the closed eye. 

Other symptoms and signs of arteriovenous 
aneurysms are chemosis, headache, papille- 
dema, visual impairment, diplopia, and en- 
largement of the periorbital veins. 

Diagnosis of these lesions is made fairly 
easily when a patient gives the history of a 
head injury, usually severe enough to cause 
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unconsciousness, followed by a bruit syn- 
chronous with the heart beat and has a uni- 
lateral pulsating exophthalmos. Other associ- 
ated symptoms and signs add support to the 
suspected lesion. Routine skull x-ray films are 
of no aid in making the diagnosis, but arteri- 
ography will usually confirm the diagnosis. 

Treatment consists of ligation of the com- 
mon or internal carotid artery in the neck. If 
ligation does not relieve the symptoms, par- 
ticularly the bruit, it may be necessary to 
ligate the internal carotid artery intracranial- 
ly. Ligation of the ophthalmic artery is also 
necessary at times. 


The results of arterial ligation are usually 
good, but occasionally symptoms persist and 
even become bilateral in spite of all treat- 
ment. 


References 


1. Penfield, W., and Shaver, M.: The Incidence of Trau- 
matic Epilepsy and Headache after Head Injury in Civil 
Practice. Chap. 26, Trauma of the Central Nervous Sys- 
tem, Baltimore, The Williams and Wilkins Co., 1945. 
Denny-Brown, D., and Russell, W.: Experimental Cerebral 
Concussion, Brain 64:93, 1941. 

MacCarty, C. S., Horning, E. D., and Weaver, E. N.: 
Bilateral Extradural Hematoma, J. Neurosurg. 5:88, 1948. 
Coleman, C. C., znd Thomson, J. L.: Extradural Hemor- 
rhage in the Posterior Fossa, Surgery 10:985, 1941. 
DaCosta, D. G., and Adson, A. W.: Subdural Hygroma, 
Arch. Surg. 43:559, 1941. 

Schneider, R. C., Lemmen, L. J., and Bagchi, B. K.: 
Syndrome of Intracerebellar Hematoma, J. Neurosurg. 
10:122, 1953. 


957 
lid 
od. 
ind 

in 

be 

is 
ind 

us- 
uid 
in 

fis- 
‘on- 
the 
or 
hey 
and 
y in 

in- 
by 
cere- 

and 
ntra- 
mtra 
have 

sub- 
They 
stant 
yntra 
Doral 
ebel- 

may 
an 
vein. 
rotid 
ar of 
e in- 
mous 

body 
chan- 

by a 

by a 


394 


MARCH 1957 


THE ACCESSORY GLANDS 
OF THE MALE 


Improved methods of investigation have 
increased our knowledge of the unique chem- 
istry and the unusual features of the anatomy 
and function of the male accessory glands. 
Cytologic studies of the prostate gland, the 
response to withdrawal of hormone, the ad- 
ministration and direct observation of suc- 
cessful transplants to the anterior chamber 
of the eye, and microchemical technics have 
provided this increased knowledge. 

Approximately 5 per cent of the volume 
of the ejaculate is contributed by secretion 
from the vas deferens, fluid which contains 
the spermatozoa and secretion from the epi- 
didymis. The remainder of the ejaculate is 
supplied by the prostate, seminal vesicles, 
Cowper’s glands and glands of the urethra. 
Fructose, citric acid, free choline and esters 
of choline, and the enzyme acid phosphatase 
form some of the known components of the 
secretion of the accessory glands. 

The secretion of the seminal vesicle con- 
tains only traces of glucose but is rich in 
fructose. The spermatozoa do not come in 
contact with the fructose until the time of 
ejaculation, and it is postulated that this 
sugar supports the motility of the spermato- 
zoa. The mechanism of the generation of 
this unusual sugar has not been clearly es- 
tablished but there seems to be some asso- 
ciation with the hormone of the testicle. Mann 
and Parsons! demonstrated a parallelism be- 
tween the amount of glucose in the blood 
and fructose in the semen, the glucose being 
converted to fructose by enzymatic activation. 
The enzyme is subject to the amount of cir- 
culating testosterone. As a matter of practical 
application, the amount of fructose in the 
secretion of the accessory glands is an indi- 
cation of hormone production by the testicle. 
Castration causes a disappearance of fructose 
which can be restored by the administration 


1. Mann, T., and Parsons, U.: Studies on Metabolism of 
Semen; Role of Hormones; Effect of Castration, Hypo- 
physectomy and Diabetes; Relation Between Blood Glu- 
cose and Seminal Fructose, Biochem. J. 46:440, 1950; 
Mann, Thaddeus, and Cecilia Lutwak-Mann: Secretory 
Function of Male Accessory Organs of Reproduction in 
Mammals, Physiol. Rev. 31:27, 1951. 


of testosterone. Interestingly, at an early age 
prior to spermatogenesis, small amounts of 
fructose are present suggesting the presence 
of circulating testosterone before the onset 
of spermatogenesis. 

Citric acid is usually not present in most 
body fluids but there is a relatively high con- 
centration in the semen of man and some of 
the higher mammals. In man citric acid js 
produced by the prostate and is usually absent 
from the epididymis and epididymal sperm. 
Like fructose this is dependent upon the male 
hormone. Castration is followed by its dis. 
appearance, and restoration can be accom- 
plished by the injection of testosterone. Sim- 
ilar findings follow hypophysectomy and in- 
jection of gonadotropin. Transplanted tissues 
of accessory glands are capable of producing 
and accumulating citric acid even though 
completely separated from the male repro- 
ductive tract, if they are under constant in- 
fluence of the male accessory hormone. The 
function of citric acid has not been deter- 
mined. Some evidence points toward bene- 
ficial effects on motility of the sperm. There 
also seems to be a connection between citric 
acid and the coagulation and liquefaction of 
the semen. 

Another product of proportionately high 
content in the human semen is choline. The 
latter is believed to be produced in the semi- 
nal vesicles as phosphoryl-choline. When the 
secretion of the vesicles comes into contact 
with that of the prostate, which contains 
the enzyme acid phosphatase, choline is lib- 
erated. The semen is a very rich source of 
phosphatase. This enzymatic product of the 
human prostate is low in infancy, rapidly 
increases in amount during puberty thereby 
establishing a relationship between enzyme 
production and hormonal stimulation. Sexual 
excitation increases the amount of acid phos- 
phatase in the voided urine while castration 
results in reduction of this enzyme. This find- 
ing served to catalogue acid phosphatase as 
a secondary sex characteristic of a chemical 
nature. The finding by Gutman and Gutman 


2. Gutman, A. B., and Gutman, E. B.: Adult Phosphatase 
Levels in Prepubertal Rhesus Prostate Tissue After Tes- 
tosterone Propionate, Proc. Soc. Exper. Biol. & Med. 
41:277, 1939. 

3. Huggins, C.: The Harvey Lectures 1946-47, p. 148. 
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of an elevated acid phosphatase content of 
the serum in carcinoma of the prostate, and 
its dependence on androgenic activation led 
to the anti-androgenic measures of treatment 
of carcinoma of the prostate and opened 
an entirely new viewpoint for research in 
cancer.3 

Further investigations are underway, and 
as our knowledge of the components of the 
accessory glands of the male increases we 
hope for better understanding of the enigmas 
of male fertility, production of the hormones 
and their interrelationships, and other pos- 
sible ramifications which will serve to bene- 
fit mankind. 

CHARLES M.D. 


SURGICAL TREATMENT OF 
CORONARY ARTERY DISEASE 


Sooner or later one may expect the de- 
velopment of some type of acceptable surgi- 
cal approach aimed at providing a better 
blood flow in the coronary bed in those hav- 
ing a decreasing caliber of the coronary 
arteries. One such procedure has been under 
investigation for over twenty years. Beck! of 
Cleveland has done about 5,000 experimental 
operations on dogs over these years, and now 
reports upon the application of his approach 
in 170 patients operated upon since 1951. 

Beck reasons, for his surgical attack upon 
coronary disease, that death due to coronary 
disease may be of two types. The less frequent 
is failure of the heart muscle, the more fre- 
quent is that due to changes in conduction,— 
arrhythmias, mainly ventricular fibrillation. 
The former is due to “inadequate total flow;” 
the latter is a complication of “faulty distri- 
bution” of blood in the coronary bed. He 
emphasizes that the factor of safety in coro- 
nary blood blow is such that significant 
hemodynamic impairment at rest does not 
occur until “the cross-sectional diameter of 
the large vessels is reduced to less than 25 per 
cent.” From his experimental work in dogs 
Beck feels that the unequal distribution of 
oxygen, “oxygen differentials,” as between 
unaffected myocardium and myocardium af- 
fected by a decreased blood supply, is the 
1. Beck, Claude S., and Brofman, Bernard L.: The Surgical 


Management of Coronary Artery Disease: Background, 
— Clinical Experiences, Ann. Int. Med. 45:975, 
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cause of ventricular fibrillation. This ac- 
counts for the higher percentage of death in 
coronary disease, and for sudden death. 
Though ventricular fibrillation may occur 
in the presence of myocardial infarction he 
insists they are independent processes. 

A surgical attack on the circulation may be 
either to augment the coronary circulation, 
or to change the distribution of blood. Oper- 
ations devised to date for the purpose of the 
former have not been successful. Beck feels 
the latter may be done easily. In recent years 
he has used the following procedure consist- 
ing of four steps: (1) reducing the opening of 
the coronary sinus by ligature to a diameter 
of about 3 mm., if not technically impossible 
because of cardiac enlargement; (2) abrasion 
of the pericardial surfaces to produce in- 
flammation; (3) the application of ground 
asbestos to further inflammation; and (4) 
the grafting of mediastinal fat upon the heart 
for its blood supply. 

The author points out that by no stretch 
of the imagination does one expect any effect 
from the operation upon an infarct or upon 
the arteriosclerotic process, but it does ac- 
complish an effect upon distribution of blood 
in the coronary bed and thus reduces oxygen 
differentials. In dogs having an occlusion of 
a coronary vessel, this operation adds a back- 
flow of 282 cc. of blood beyond the occlusion. 
If such an operation is done prophylactically 
in dogs to permit the development of inter- 
coronary channels, ligation of the left coro- 
nary artery subsequently is attended only by a 
26 per cent mortality rate rather than the 
usual 70 per cent, and the area of infarction 
is 60 to 70 per cent smaller in size. 


Intercoronary communications have long 
been known to be most important in the 
prognosis of coronary disease. A small per 
cent fortunately are protected by a congenital 
pattern of such supply, true also in dogs. In- 
vestigators have shown that intercoronary 
communications do not develop until disease 
has reduced the diameter of the coronary 
artery by 75 per cent. With chronic occlusion 
of a coronary artery intercoronary communi- 
cations develop in all instances. Beck’s opera- 
tion has as its major objective the providing 
of such an intercoronary circulation. 

In his indications for the operation in 
humans, Beck suggests it might be extended 
prophylactically to those who have a gloomy 
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family history of coronary disease. Its use has 
been in patients who have coronary insuf- 
ficiency (angina pectoris) and after one or 
more infarcts, the last such episode having 
occurred at least six months previously. His 
contraindications are cardiac failure, marked 
cardiac enlargement and progression of symp- 
toms. 

Beck has operated upon 170 patients with 
an operative or early postoperative mortality 
of 6.5 per cent. (There has been no mortality 
in the last 48 patients.) In an average follow- 
up of 2 years, the mortality has been 13 per 
cent. In 100 patients followed 6 months to 5 
years postoperatively, 88 per cent were de- 
scribed as improved in terms of anginal pain, 
and 90 per cent were better able to work. 

Observations upon the state of the coronary 
arteries at the time of operation are providing 
important information to be correlated with 
the prognosis of coronary disease and with 
the effect of the operation. 

No doubt others are using either this surgi- 
cal approach to coronary disease or attempt- 
ing to develop other technics for amplifying 
the coronary circulation, and we may antici- 
pate further reports in the next few years to 
assist us in the management of angina pectoris 
and recurrent myocardial infarction. 


MEDICAL RESEARCH: 
A MIDCENTURY SURVEY 


A work! has appeared recently which has 
attracted much attention and comment both 
in medical and lay circles. The major interest 
has been shown by investigators, teachers and 
administrators in the medical field, and by 
the same categories, as well as by thinking 
persons and philanthropists, in nonmedical 
fields. 

Three decades ago Edward Bok established 
the American Foundation which has period- 
ically reviewed and attempted to clarify the 
facts and thinking relative to some important 
questions before the American people and 
the world in general. It has dealt in the past 
with international jurisprudence. It has 
studied the distribution of, and the payment 
for medical care. In the foreword to the pres- 


1. Medical Research: A Midcentury Survey. Vol. 1, Amer- 
ican Medical Research, Vol. II, Unsolved Clinical Prob- 
lems. Published for the American Foundation. 764 pages 
and 740 pages respectively. Boston: Little, Brown and 
Company, 1955. Price two volumes $15.00. 


ent work it is said that it developed as a 
natural sequel to the former study, referring 
to the need for enough trained practitioners 
and the need for making available to these 
practitioners and to all patients the benefits 
of science. A facet repeatedly encountered in 
the former analysis was “a belief that these 
economic and social problems can be solved 
only as they are related to solution of the 
even more challenging problem of extending 
and improving medical education, with con- 
sequent progressive improvement in the qual- 
ity and quantity of available medical care.” 

Editorial interpolation, if permitted, might 
point out that the advances in medicine over 
the past century have been observations more 
or less in the gross. Thus pathology has de- 
scribed the results of disease in the living 
organism, and bacteriology the reaction be- 
tween the infectious agent and the host, re- 
sulting in sera, vaccines, chemotherapy and 
antibiotics to counteract the invading 
pathogen. Some knowledge has been gained 
by study of the abnormal, as in the applica- 
tion and knowledge of vitamins and _ hor- 
mones. The accidental discovery of the x-ray 
opened the door to its use diagnostically, 
and the application of irradiation of what- 
ever source in the treatment of disease. 

It is here that this survey of Medical Re- 
search picks up, to consider in the first vol- 
ume, the scientific perspective of research, 
current problems in medical and biologic re- 
search in this country, research agencies and 
clearing the results and controlling products 
of medical research. 

Thus the first volume begins with an 
analysis of the biologic basis of medicine and 
the proposition that basic research must be 
oriented to such a viewpoint. Much has been 
learned in the past century about disease 
processes and what they do to the body, as 
commented upon above. Now, it might be 
said, basic research must go back and learn 
the “why and wherefore” of these diseases 
and the changes they produce. This implies, 
of course, a search for the basic facts of what 
goes on in a cell and what extracellular factor 
may influence cellular processes. The inter- 
relationships of biologic knowledge and ap- 
proaches is summarized in a quotation from 
the first volume,—“for many years ‘no one 
saw a connection’ between the ‘five biological 
theories—the germ theory, theories of nutti- 
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tion, hormones, genetics and cells,’ upon 
which ‘much of modern medicine rests. But 
recently biologists have learned that they are 
related’ and that all of these older theories 
may be understood better in terms of the 
newer study of the chemistry of enzymes, the 
peculiar proteins which direct and control 
the activities of living cells.” This going back 
to understand what we have learned about 
disease in the past century is only now pos- 
sible through the application of biologic, 
chemical, and physical tools only recently 
available. If living is based on physical and 
chemical principles, the biologic approach 
must be that of understanding the living 
normal cell, and only then can the basis for 
disease be understood. The new tools which 
will permit this approach are many. Only a 
few may be mentioned. Mathematics has its 
application in genetics. Physics and chemistry 
have supplied the electron microscope, the 
ultraviolet microscope, the spectroscope, the 
ultracentrifuge, electrophoresis, chromatog- 
raphy, the microfluorometric scanner, and 
radioactive isotopes, all tools or methods per- 
mitting the study or analysis of the structure 
of the cell or the media supplied it. Of the 
purely chemical tools there are dozens, but 
enzyme catalysts hold the key to the metabolic 
processes of the living cell, and thus in turn 
to the action or effect of drugs and anti- 
biotics. 

After much concern with the tools and 
their application in biologic research, Medi- 
cal Research attacks the old artificial separa- 
tion of “basic” and “clinical” research. These 
can no longer be separated, the problems in 
one sphere commonly overflow into the other; 
illustrative examples are many, but an out- 
standing one is shock and matters of electro- 
lyte balance, problems in surgery as well as 
in the physiology laboratory. 

Surely this discussion underlines the trends 
in research and the need for a biologic ap- 
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proach. How else can one learn what is 
normal aging and what is disease in the aged, 
how else shall we learn what the atheroscle- 
rotic process is, to name but a couple of the 
many questions to which neither science has 
the answer nor the physician the management. 

Most of the first volume of Medical Re- 
search considers the many problems which 
face the investigator or the laboratory, or the 
medical school or the university in providing 
for the individual’s freedom to carry on his 
research unhampered by finances, restrictions, 
or other influences. This involves the finances 
of the medical school and the universities, 
the support of the pharmaceutical industry, 
philanthropic foundations, national voluntary 
health agencies and government. 

The second volume of Medical Research is 
directed to a most interesting consideration of 
Unsolved Clinical Problems in Biological 
Perspective. The initial chapter is an in- 
triguing and stimulating review of such basic 
cellular attributes as nucleoproteins, nucleic 
acid, enzymes, cellular metabolism and the 
use of metabolic energy as in nerve and muscle 
function, and correlation and adaptation, in- 
volving the pituitary-adrenal axis. With this 
background the reader is introduced to the 
problems whose solutions will no doubt rest 
on “fundamental” research. The unsolved 
clinical problems considered are cancer, in- 
fertility, arteriosclerosis, hypertension, the 
rheumatic syndromes, tuberculosis, the nature 
of viruses and of virus diseases, alcoholism 
and the biology of schizophrenia. 


Here are two volumes which will hold the 
interest of some physicians. For the contem- 
plative medical reader and the philosophic, 
the second volume and portions of the first 
will be fascinating. For the physician who is 
quick to criticize scientific investigation, our 
medical colleges, or medical education there 
is much in the first volume to make him 
pause and look again at his handmaidens. 
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Pneumococcus Type I! Pneumonia* 


Summary and Conclusions 


“This report is based on a clinical and bacteriologic 
study of 1,000 cases of pneumococcus type II pneu- 
monia from the wards of Bellevue Hospital... . 

“Pneumococcus type II pneumonia is considered 
from the standpoint of a specific disease entity. Like 
type I pneumonia, it runs a characteristic febrile 
course, usually terminating by crisis. 


“Twenty-three per cent of 4,310 cases of pneumo- 
coccus lobar pneumonia in adults were type II in- 
fections. Only 9 out of 329 cases of pneumonia in 
children were of type II origin. ... 

“The incidence of complications in the entire series 
as well as in the cases that came to autopsy is tabu- 
lated for both type I and type II pneumonia. Empyema 
occurs twice as frequently in type I, while endocarditis 
is found twice as often in type II. Meningitis has the 
same incidence in both types. Bacteremia is almost 
twice as prevalent in type IL as in type I infections. 

“Type II pneumonia has a mortality rate of 48.8 
per cent, almost twice that of the type I variety. The 
death rate in septic type II cases is extremely high, 
87.5 per cent in the present series. 


*Cecil, Russell L., and Plummer, Norman: Pneuraococcus 
Type II Pneumonia. A Clinical and Bacteriologic Study of One 
Thousand Cases, with Especial Reference to Serum Therapy, 
J.A.M.A. 98:779, 1932. 


“The experimental evidence in support of type [J 
serum and its concentrate is presented. The immune 
serum contains antibodies which react against the 
type II organism, and it also regularly protects mice 
and other laboratory animals from type II infection. 
Felton’s concentrated serum is shown to be from six 
to twenty times as high as unrefined serum in its con- 
tent of antibodies and protective substance. 

“A definite clinical effect following the early ad. 
ministration of concentrated type II serum is often 
demonstrable. The course of the disease is usually 
milder and the blood more frequently remains sterile, 

“In a series of 252 cases of type II pneumonia 
treated with Felton’s concentrated serum the mortality 
rate was 40.5 per cent as compared with a death rate 
of 45.8 per cent in 253 alternate controls. During the 
last year of our investigation, only early cases of 
type II pneumonia were included in the therapeutic 
study. Twenty-one treated cases had the benefit of 
intensive serotherapy with a death rate of only 143 
per cent, against a rate of 65 per cent for twenty 
controls. The latter series, however, is too small to be 
convincing. 


“The results presented in this paper indicate that 
type II concentrated serum has definite though not 
striking clinical value. At the present time it is the 
most promising therapeutic agent available for the 
treatment of this disease.” 


Lesions of the Cervical Intervertebral Disc. By R. Glenn 


Spurling, M.D., Professor of Neurosurgery, University of 
Louisville School of Medicine, Kentucky. American Lecture 
Series. 116 pages. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1956. Price $4.75. 


Classics in Arterial Hypertension. By Arthur Ruskin, M.D., 
Associate Professor of Internal Medicine, University of Texas 
Medical Branch, Galveston. 358 pages. American Lecture 
Series. Springfield, Illinois: Charles C. Thomas, Publisher, 
1956. Price $9.50. 


Atlas of Tumors of the Nervous System. By H. M. Zimmer- 
man, M.D., Professor of Pathology, College of Physicians and 
Surgeons, Columbia University, Martin G. Netsky, M.D., Pro- 
fessor of Neuropathology and Associate Professor of Neurol- 
ogy, The Bowman Gray School of Medicine, Winston-Salem, 
and Leo M. Davidoff, M.D., Professor of Surgery, Albert Ein- 
stein College of Medicine, New York City. 187 pages, 277 
illustrations. Philadelphia: Lea & Febiger, 1956. Price $25.00. 


Challenges to Contemporary Medicine. By Alan Gregg, Vice 
President Emeritus of the Rockefeller Foundation. 120 pages. 
New York: Columbia University Press, 1956. Price $3.00. 


The Visual Fields. By David O. Harrington, M.D., Clinical 
Professor of Ophthalmology, University of California School 
of Medicine. 319 pages with 234 illustrations and 9 color 
ora St. Louis: The C. V. Mosby Company, 1956. Price 
16.00. 


Health and Demography. U. S. Department of Health, Edu- 
cation and Welfare, 1956. Publication No. 502. 94 pages. 


Low-Fat Cookery. By Evelyn S. Stead and Gloria K. Warren. 
177 pages. New York: The Blakiston Division of McGraw-Hill 
Book Company, Inc., 1956. Price $3.95. 


Services for Children with Hearing Impairment. Prepared by 
Committee on Child Health of the American Public Health 
Association, 1956. 


Technical Methods and Procedures of the American Associa- 
tion of Blood Banks. 106 pages, Revised Edition. Minneapolis: 
Burgess Publishing Company, 1956. Price $3.00. 


Chronicle of The World Health Organization. Disease Con- 
trol and International Travel. Vol. 10, No. 9-10. By H. S. Gear 
and Z. Deutschman. 73 pages. New York: Columbia University 
Press, 1956. Price $.70. 


Progress in Nuclear Energy. Series VII. Medical Sciences. 
Volume 1, Edited by J. B. Bugher, J. Coursaget, and J. F. 
Loutit. 161 pages. New York: McGraw-Hill Book Company, 
Inc., 1956. Price $6.00. 


Services for Children with Vision and Eye Problems. Pre- 
pared jointly by the Committee on Child Health of the Amer- 
ican Public Health Association and the National Society 
for the Prevention of Blindness. New York, 1956. 


Modern Operative Surgery. Edited by the late G. Grey Tur- 
ner, M.D., and Lambert Charles Rogers, V.R.D., Mc.Sc., M.D., 
R.R.C.S., F.R.C.S.E., F.R.A.C.S., F.A.C.S., Professor of Sur- 
ery, University of Wales, England, Fourth Edition, Volume 
, Pages 1231 to 2475. New York: Paul B. Hoeber, Inc., 1956. 
Price $17.50. 
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Therapy of Fungus Diseases. An International Symposium 


Edited by Thomas H. Sternberg, M.D., Professor 

of Medicine (Dermatology) and Assistant Dean for 

Postgraduate Medical Education; and Victor D. 

Newcomer, M.D., Associate Professor of Medicine 

(Dermatology). 337 pages, illustrated. Boston: The 

Little Brown and Company, 1955. Price $7.50. 

An international symposium on the therapy of fun- 
gus diseases was held under the auspices of the 
Division of Dermatology of the School of Medicine, 
University of California at Los Angeles, in June, 1955. 
This book is a compilation of abstracts of 54 papers 
given at the symposium which attracted more than 
900 scientists interested in fungus diseases. Although 
the emphasis is on therapy many other phases of the 
subject are reported and discussed. The status of 
mycotic diseases in eight foreign countries in Asia, 
Europe and Latin America is presented. There are 
several papers dealing with ecology and epidemiology. 
Some are based on laboratory research, others on 
clinical observations and investigations. Mycologists, 
dermatologists, botanists, biologists, medical mycolo- 
gists and internists are represented, offering a variety 
of viewpoints and interests. 

Fungus diseases are rising in importance as the 
bacterial diseases decline. An increasing incidence of 
some fungus diseases like moniliasis has been noted, 
particularly with the greater use of antibiotics. This 
book is a timely collection of important contributions 
to the knowledge of fungus diseases by many eminent 
investigators. Although it is now a year since the 
papers were originally presented and further advances 
in knowledge have been achieved, this book is never- 
theless a valuable source of information for those 
interested in fungus diseases. It could have been even 
more valuable if all the papers had uniformly in- 
cluded tabular and graphic data, and bibliographies. 
Some of the papers are too sketchily abstracted and 
offer no references to source material. 


Metabolism, Pharmacology and Therapeutic 
Uses of Gold Compounds 


By Walter D. Block, Ph.D., Associate Professor of 
Biological Chemistry, Department of Dermatology. 
Medical School Research Associate, University of 
Michigan; and Kornelius Van Goor, M.D., formerly 
Instructor, Department of Dermatology, University 
of Michigan Medical School. American Lecture Se- 

ries. 65 pages. Springfield, Illinois: Charles C. 

Thomas, Publisher, 1956. Price $2.75. 

This book summarizes our knowledge to date of 
the metabolism, pharmacology, and therapeutic aspects 
of gold compounds and it contains an enormous bibli- 
ography and a splendid index. 

In the first part of the book there is a brief history 
of the use of gold compounds and a consideration 
of the chemistry of the most commonly employed 
gold compounds. 


Many fascinating facts about absorption from tis- 


sues and about the distribution of gold in the body 
are described. The brevity of the chapter dealing with 
the mode of action of gold substances serves to em 
phasize the striking limitation of our knowledge of 
this important aspect. 

Although several conditions are mentioned in which 
gold has been employed as therapy, the three which 
have received the most widespread therapeutic atten- 
tion and which are discussed in this book are tuber- 
culosis, lupus erythematosis and rheumatoid arthritis. 
The authors conclude that lupus erythematosis is ac- 
tually a contraindication to gold medication. One 
might argue with the role which they have assigned 
to gold therapy in rheumatoid arthritis. Although 
they feel that it has a definite place in the treatment 
of this disease, they feel it is a “valuable adjunct” 
to other forms of therapy. 

Nearly half of the book is devoted to toxicity and 
to its prevention and to detoxification. Herein lies 
an extremely thorough and complete description of 
the manifestations of toxicity and of the theoretical 
and practical considerations necessary in their manage- 
ment. 


The rheumatologist would probably desire to have 
this book close at hand. To others, this monograph 
has only reference value. 


The Relief of Symptoms 


By Walter Modell, M.D., Associate Professor, Clini- 

cal Pharmacology, Cornell University Medical Col- 

lege. 427 pages. Philadelphia: The W. B. Saunders 

Company, 1955. Price $8.00. 

As the title suggests, this book presents quite a 
unique approach to therapeutics. The author points 
out that today the bulk of medical literature regard- 
ing therapeutics is concerned with an attempt at 
cure. As a result the relief of distress by itself has 
received scant attention. The first five chapters of the 
book deal with very general approaches to the theory 
of therapy. For example, there is an exceedingly en- 
lightening discussion of the placebo action of drugs. 

The bulk of the book is divided into 24 chapters, 
each of whose title is a symptom. There are chapters 
on gas, constipation, obesity, anxiety, fever, itch, con- 
vulsions, menstrual disorders, palpitations, and other 
similar complaints with which the physician is con- 
fronted daily. 

Great attention is devoted to an outline for quick 
reference in each chapter. The general problem is 
discussed and indications for therapy and types of 
therapy are described in accordance with various 
etiological mechanisms for the symptom. 

These chapters vary in their effectiveness, but most 
of them are quite lucid and thorough. The very long 
chapter on pain, for example, is particularly good. 
It discusses addiction and the psychiatric aspects of 
pain. It is not all-inclusive in its discussion of pain 


(Continued on page 418) 
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ALABAMA 


Dr. S. Joseph Campbell was elected vice-president of 
Jefferson County Medical Society at a recent meeting. 

Dr. Brooks H. Bishop was elected to the Board of 
Censors and recently to the Board of Health. 

Dr. H. Earle Conwell of Birmingham is co-author of 
the new text edition entitled “The Management of 
Fractures, Dislocations, and Sprains.” 

Dr. Tom D. Spies, Birmingham, Alabama, and Chi- 
cago, Illinois, was recently unanimously elected presi- 
dent-elect of the Interstate Postgraduate Medical As- 
sociation of North America by its board of trustees at 
the annual meeting which took place in Cleveland, 
Ohio, in October. 

Dr. Albert E. Casey has been elected president of 
the Medical Staff for the Birmingham Baptist Hos- 
pitals. New vice-president of the staff is Dr. Herbert 
Gaines. Dr. Charles R. Kessler is secretary. 

Dr. Claude H. Estes, president of the Board of 
Trustees, has announced the appointment of Dr. John 
H. Buchanan as Chaplain and Director of Denomina- 
tional—Hospital affairs, Birmingham Baptist Hospitals. 

Dr. Lloyd B. Andrew, Birmingham, manager of the 
VA hospital in Birmingham, has been transferred as 
manager of the VA hospital at Fayetteville, Arkansas. 

Drs. Beamon S. Cooley, Jr., and Charles P. Grant 
have recently been appointed associate professors of 
ophthalmology at the Medical College of Alabama 
located in Birmingham. Dr. John Davis McCullough 
(clinical psychiatry), Dr. Samuel R. Hill (medicine), 
and Dr. Wiley Kemp Livingston (ophthalmology) 
have been named associate professors. 

Dr. E. B. Glenn, Birmingham, has recently been 
promoted to full colonel in the United States Army 
Reserves. 


ARKANSAS 


Dr. T. E. Rhine was awarded a plaque as the Fox 
Hunter of the Year at the annual meeting of the 
South Arkansas Fox Hunters Association. 


Dr. J. Warren Murty, Texarkana, was initiated as 
a fellow of the American College of Surgeons at a 
recent meeting. 

Drs. Sam Jameson, Schuler McKinney and James 
O. Cooper of El Dorado were listed among the scien- 
tific awards for honorable mention for their Pediatric 
Urology exhibit. 

At the annual meeting of the Arkansas Obstetrical 
and Gynecology Society held in Little Rock, Dr. 
Haynes G. Jackson, Hot Springs, was elected president. 
Dr. Jackson succeeds Dr. John Walter Jones of Tex- 
arkana. Dr. Robert F. McCrary, also of Hot Springs, 
was elected secretary-treasurer. 


FLORIDA 


Dr. Thomas J. Zaydon has been certified by the 
American Board of Plastic Surgery. 


Dr. Howard M. Simon, Jr., has been assigned radio- 
logist at Hialeah Hospital. 

Dr. Harold C. Spear has been certified by the Board 
of Thoracic Surgery. 

Dr. Frank J. Roth, Jr., has recently been appointed 
assistant professor and Dr. Alexander Kimler, in. 
structor, in the Department of Bacteriology. 

Dr. Leo M. Wachtel, president of the Florida Acad. 
emy of General Practice, was recently installed as 
president of the Duval County Medical Society. The 
meeting took place on Tuesday evening, December 
2nd, at the Sellers Auditorium, Jacksonville. Chosen 
one year ago, Dr. Wachtel accepted the gavel from 
outgoing president, Dr. Joseph J. Lowenthal, after 
other 1957 officers had been selected. 

Dr. Alton Oschner, New Orleans, received a certifi- 
cate of recognition on behalf of Mayor Hayden Burns 
and the city of Jacksonville from Mr. Frank Winchell, 
director of Jacksonville Tourist and Convention Bur- 
eau, at the recent Assembly. 

Governor Leroy Collins appointed Dr. Paul G, 
Goughlin, Editor of the Journal of the Florida Acad- 
emy of General Practice, to a special advisory com- 
mittee to the Florida Children’s Commission and to 
the Cabinet. 

Dr. David D. Bennett, Jr., Callahan, has been elected 
president of the recently organized Callahan Chamber 
of Commerce. 

Dr. Sidney Davidson, Lake Worth, has recently 
been reappointed for the state of Florida of the Amer- 
ican Diabetes Association. 

Dr. Ralph S. Sappenfield, Miami, was recently 
chosen president-elect of the American Society of 
Anesthesiology. 

Dr. Douglas G. Scott, Jacksonville Beach, was re- 
cently elected lieutenant governor of Kiwanis District 
3 which includes the northeast section of the state. 

Dr. Charles McD. Harris, Jr., West Palm Beach, 
was recently elected president of the Florida Division 
of the American Cancer Society. Dr. Dale E. York, 
Pensacola, has been chosen first vice president, and 
Dr. Joseph J. Zavertnik, Miami, third vice president. 

Dr. William M. Jones, formerly from the University 
of Southern California, has been chosen as assistant 
professor of chemistry at the University of Florida. 

Dr. Harold F. Richards, head of the Florida State 
University Physics Department, has recently retired 
after 31 years as a faculty member. 

Dr. M. A. Schofman was recently elected president 
of The Greater Miami Eye, Ear, Nose and Throat 
Society. Other officers are Dr. Max M. Kulvin, vice- 
president, and Dr. James H. Mendel, Jr., secretary- 
treasurer. 


Dr. Duane Carr, Memphis, has recently been elected 
president of the Southern Thoracic Surgical Associa- 
tion. Other officers are Dr. DeWitt C. Daughtry vice- 


(Continued on page 415) 
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SOUTHERN MEDICAL ASSOCIATION 


Minutes of Fiftieth (Golden Anniversary) Annual 
Meeting, Washington, D. C., November 12-15, 1956 


FIRST GENERAL SESSION 
Monday, November 12, 8:00 p.m. 


The First General Session was held in the Grand Ball Room 
of the Mayflower Hotel, with Dr. Oscar B. Hunter, Jr., Gen- 
eral Chairman, presiding. The invocation was delivered by 
Dr. Joseph R. Sizoo, Department of Religion of the George 
Washington University. 

An address of welcome was delivered by Dr. Ralph M. 
Caulk, the President of the Medical Society of the District 
of Columbia. The Medical Society of the District of Columbia, 
having relinquished its annual scientific session in order to 
support the Association, participated in this General Session. 
President Caulk presented the following awards for the Medi- 
cal Society: Certificate of Meritorious Service, Dr. Margaret 
Mary Nicholson, recipient; The John Benjamin Nichols Award, 
Mr. Joseph H. Himes, recipient. 

An outstanding feature of the meeting was an excellent 
performance by the Doctors’ Symphony Orchestra under the 
direction of Mr. Richard W. Dirksen, Conductor. 

Following the Medical Society’s participation in the pro- 
gram, Dr. Hunter read a special letter of good wishes to the 
Association from Dwight D. Eisenhower, President of the 
United States. The text of the President’s message and the 
reply of the Association’s President, Dr. W. Raymond Mc- 
Kenzie of Baltimore, follow: 


THE WHITE HOUSE 


WASHINGTON 
November 10, 1956 


TO THE SOUTHERN MEDICAL ASSOCIATION 


To you who are celebrating the Golden Anniversary of your 
Association, dedicated to the better health of our people, I 
send warm congratulations on a record of great achievement. 
Certainly, you can look back with pride to the transformation 
the Southern Medical Association has helped accomplish in 
all that concerns the well-being, the living conditions, the life 
expectancy of many million Americans. 
As members of the medical profession, setting for yourselves 
high standards of responsibility and knowledge and zeal, you 
have demonstrated the dynamic capacity of men and women— 
voluntarily joined in cooperative action—to work for the 
common good. And, as citizens, concerned with the welfare 
of homes and communities of the South, you have vindicated 
our traditional reliance on individual initiative and individual 
enterprise as the chief source of human progress and better- 
ment. 
For the years immediately ahead, we now see unfolding before 
us new horizons whose attainment will assure all our people 
increasingly greater assurance of good health and of good care 
when illness or accident strikes. To the realization of all that 
these new horizons promise us as a people, I am confident you, 
the members of the Southern Medical Association, will give 
untiringly of your energy and knowledge and spirit. 
My best wishes are yours for another half-century of achieve- 
ment. 
(signed) Dwicnt D. E1tsENHOWER 

November 12, 1956 
Dwight D. Eisenhower 
President of the United States 
The White House 
Washington, D. C. 


Dear President Eisenhower: 


Your letter of good wishes to the physicians of the South 
during their Golden Anniversary Meeting in the nation’s 
capital this week is greatly appreciated. 


As President of the Southern Medical Association, I can’ 


assure you that the more than 40,000 physicians in the terri- 

tory of the Southern Medical Association will continue to 
the people of the South the finest medical care. 

“To the end that our people may continue to enjoy an even 

better standard of health, all of the professional skills at our 


command will be used to alleviate illness, allay pain and 
postpone death. 
The physicians of the South, Mr. President, accept your 
challenge to improve medical care, and they wish to express 
to you again their deep appreciation for your personal message 
of good wishes. 

(signed) W. Raymond McKenzie, M.D. 


President 
Southern Medical Association 


Dr. W. Kelly West of Oklahoma City, First Vice-President, 
assumed the chair and introduced President McKenzie who 
delivered the Presidential Address entitled ‘Fifty Years of 
Progress.” 


A photographic review of the celebration of the Golden 
Anniversary held in Chattanooga, Tennessee, on October 2-3, 
1956, was narrated by Mr. C. P. Loranz, the Advisor and 
Professional Relations Counselor and former Secretary-General 
Manager of the Association. 

President McKenzie resumed the chair for a brief business 
session at which time a proposed amendment to the By-Laws 
re-establishing the Research Medal was introduced and laid 
on the table for action at the Second General Session. 


Following announcements, the session adjourned. 
SECOND GENERAL SESSION 


Wednesday, November 14, 8:00 p.m. 


The Second General Session was held in the Williamsburg 
Room of the Mayflower Hotel with Dr. W. Raymond Mc- 
Kenzie, President, presiding. The invocation was delivered 
by the Very Reverend Edward B. Bunn, S.J., President of 
Georgetown University. 

Following the introduction of distinguished guests, the 
Association was addressed by Dr. David B. Allman, President- 
Elect of the American Medical Association. Dr. Allman’s 
address was entitled “Who Will Carry the Torch?” 


Dr. McKenzie then declared the Association in order for 
the transaction of business. The amendment re-establishing 
the Research Medal which was introduced at the First Gen- 
eral Session was read by Dr. J. Morris Reese of Baltimore, 
Chairman of the Council. The amendment is as follows: 
Chaper 7, add Section 5—‘‘There shall be a Research Medal 
which may be awarded from time to time to a member of 
the Southern Medical Association for meritorious and original 
research work provided the member has made contributions 
to medical science of sufficient importance to merit this dis- 
tinction; the Council to provide for a proper committee to 
evaluate research work and report to the Council.” Following 
the reading of the amendment, a motion to adopt was duly 
seconded and carried. 


A resumé of the actions of the Council, the policy-making 
body of the Association, was given by Chairman Reese. The 
report was approved. As a part of the report of the Council, 
Dr. Reese submitted nominations for the elective officers of the 
Association. (The Council constitutes the Nominating Com- 
mittee of the Association.) The nominations were as follow: 
President-Elect, Dr. W. Kelly West, Oklahoma City; First Vice- 
President, Dr. Milford O. Rouse, Dallas; Second Vice-President, 
Dr. Oscar B. Hunter, Jr., Washington, D. C. An opportunity 
for nominations from the floor was given but none was re- 
ceived. Upon motion duly made and seconded and carried 
wthout a dissenting vote the report of the Nominating Com- 
mittee was accepted and the nominees elected by acclamation. 

Immediately following the election, Dr. J. P. Culpepper, 
Jr., of Hattiesburg, Mississippi, who was named President- 
Elect at the Houston meeting in 1955, was duly installed as 
President of the Association by retiring President McKenzie. 
Dr. Culpepper immediately presented Dr. McKenzie with the 
Past President’s Medal. 


AWARDS 


The following Association awards were conferred by Presi- 
dent Culpepper: 
DISTINGUISHED Service AwarD to Dr. Curtice Rosser, Dallas, 
Texas. (Dr. Curtice Rosser is the recipient of the Association’s 
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first Distinguished Service Award which was established at 
the Houston meeting and is pr d toa ber of the 
Association elected by the Council for meritorious contribu- 
tions to the advancement of medicine.) 
ScienTiFic Exuisir Awarps: First Award—Dr. Nicholas C. 
Hightower, Jr., Dr. A. C. Broders, Jr., Dr. R. D. Haines, 
Dr. J. F. McKenney and Dr. A. W. Sommer, Scott and White 
Clinic, Temple, Texas: Chronic Ulcerative Colitis: Diagnostic 
and Therapeutic Considerations. Second Award—Dr. Garrett 
Pipkin and Dr. Donald K. Piper, Kansas City, Missouri: 
Treatment of Dislocation of the Hip Associated with Fracture 
of the Head of the Femur. Third Award—Dr. Harwell Wilson, 
Dr. E. H. Storer and Dr. E. E. Bramlitt, University of Tennes- 
see College of Medicine and Baptist Hospital, Memphis, Ten- 
nessee: Strictures of the Common Duct. 
WINNERS OF GOLF TropHiEs: Winner of low gross senior class, 
Dr. O. E. Smith, Memphis, Tennessee; winner of low gross 
junior class, Dr. Donald K. Piper, Kansas City, Missouri; 
winner low net, Dr. E. E. Quayle, Washington, D. C 
Following the close of the General Session, the Association 
entertained with a reception honoring Dr. David B. Allman, 
President-Elect of the American Medical Association, and Dr. 
J. P. Culpepper, Jr., President of the Southern Medical As- 
sociation. 


PROCEEDINGS OF THE COUNCIL AND 
EXECUTIVE COMMITTEE 


Pre-Council E i c i Meeting 


The Executive Committee met November 9 at 12:00 noon 
in the Madison Suite of the Sheraton-Park Hotel with Dr. W. 
Raymond McKenzie, President, presiding. Those present were: 
Dr. J. P. Culpepper, Jr., President-Elect; Dr. W. Kelly West, 
First Vice-President; Dr. J. Morris Reese, Chairman of the 
Council; Dr. A. Clayton McCarty, Vice-Chairman of Council: 
and Dr. Henry H. Turner. Sitting with the Committee by 
invitation of the Chairman: Dr. Oscar B. Hunter, Jr., Gen- 
eral Chairman of the Washington meeting; Dr. Harry Lee 
Claud, Councilor from District of Columbia; Mr. V. O. Foster, 
Executive Secretary-Treasurer and Managing Editor, Birming- 
ham, Alabama; Mr. C. P. Loranz, Advisor and Professional 
Relations Counselor, Birmingham, Alabama; and Mr. Robert 
F. Butts, Business Manager, Birmingham, Alabama. 

The Executive Secretary gave a resumé of the minutes of 
the previous sessions of the Committee and the Council at 
the Houston meeting. Following the resumé a motion to dis- 
pense with the reading of the full minutes was made and 
carried since all members had had copies mailed in advance 
of the meeting. 

The reports of the following officers were presented: Advisor 
and Professional Relations Counselor, Mr. C. P. Loranz: Busi- 
ness Manager, Mr. Robert F. Butts; Editor, Dr. R. H. Kamp- 
meier (The Editor’s report was read by the Executive Secre- 
tary in the absence of Dr. Kampmeier who was absent be- 
cause an important assignment with the American College of 
Physicians in Philadelphia at the time.); and Executive Secre- 
tary-Treasurer and Managing Editor, Mr. V. O. Foster. Copies 
of the reports of officers appear on page 403 as a part of the 
proceedings of the Council. 

Following the reading of the detailed reports, the following 
recommendations were formalized for presentation to the 
Council: 

1. that the proposed budget, incorporated in the Executive 
Secretary’s Report, be amended to provide for an ap- 
propriation of $6,000 to the Employees’ Pension Trust 
Fund with an additional appropriation of $400 for ad- 
ministrative expenses; 
that the Council seriously consider changing the meet- 
ing scheduled in 1959 in Atlanta unless more favorable 
rental charges by the Atlanta Municipal Auditorium can 
be obtained; 
that a committee be appointed to investigate and pro- 
mote a post-convention meeting and tour to Puerto Rico 
following the Miami Beach meeting in 1957; 
that the Council approve the recommendation of Mr. C. 
P. Loranz that a special advisory committee on ‘“Pro- 
gram Improvement” be appointed; 
that the Research Medal of the Association be re-estab- 
lished; 
that action on the recommendations contained in the 
Report of the Editor be deferred until the Editor could 
be present. 


RECOMMENDATIONS FROM EXECUTIVE 
COMMITTEE 
(January 21, 1956 Meeting) 


At the January 21, 1956, meeting in Birmingham, Alabama, 
the Executive Committee recommended to the Council: (1) 
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that the State Membership Promotion Committees be 

to include one member from each State Councilor District o; 
other equivalent basis and the additional members be ap. 
pointed by the President upon recommendation of the tf. 
spective Councilors. These expanded State Promotion Com. 
mittees to perform the following services: (a) sponsor ang 
promote new members for the Southern and (b) certify 
eligibility of new members; (2) that the matter of establishing 
a proposed Group Disability Insurance Program for employees 
of the Association be discussed at the Washington meeting 
with basic data to be furnished by Mr. Robert F. Butts 
Business Manager; (3) that the Council explore carefully the 
findings and recommendations of the Insurance Committee 
(Dr. Grayson Carroll, Chairman, St. Louis) providing for q 
“sliding scale’’ premium structure. 


General plans for the Miami meeting were discussed. Mr. 
Robert F. Butts, Business Manager, gave a report on the 
physical facilities on Miami Beach stating that the Municipal 
Auditorium is adequate for all of the scientific sessions and 
that hotel rooms are available within convenient distances of 
the auditorium. The Executive Secretary gave a review of 
general planning for the meeting stating that two meetings 
nad been held with the Local Committee on Arrangements 
of which Dr. Donald F. Marion had been appointed General 
Chairman. 


Following a discussion of the interest in the unique volume 
“Memorabilia,” the Executive Committee suggested that if 
feasible, the volume be reproduced photostatically or by some 
other means so as to be generally available to those desiring 
copies. 


The meeting adjourned at 3:15 p.m. 


PROCEEDINGS OF THE COUNCIL 


The Council of the Association held its first session, No- 
vember 10, 1956, in the Franklin Room at the Sheraton-Park 
at 9:00 a.m. following a breakfast in the Madison Suite. The 
following were present: Dr. J. Morris Reese, Chairman, Balti- 
more, Maryland; Dr. A. Clayton McCarty, Vice-Chairman, 
Louisville, Kentucky; Dr. Lee F, Turlington, Birmingham, 
Alabama; Dr. Fount Richardson, Fayetteville, Arkansas; Dr, 
Harry Lee Claud, Washington, D. C.; Dr. Joseph S. Stewart, 
Miami, Florida; Dr. Jack C. Norris, Atlanta, Georgia; Dr. J. 
Kelly Stone, New Orleans, Louisiana; Dr. Grayson Carroll, 
St. Louis, Missouri; Dr. H. L. Brockmann, High Point, North 
Carolina; Dr. Henry H. Turner, Oklahoma City, Oklahoma; 
Dr. J. W. Jervey, Jr., Greenville, South Carolina; Dr. Charles 
R. Thomas, Chattanooga, Tennessee; Dr. Robert D. Moreton, 
Fort Worth, Texas; Dr. Donald S. Daniel, Richmond, Virginia; 
Dr. V. Eugene Holcombe, Charleston, West Virginia, and Dr. 
G. Lamar Arrington, Meridian, Mississippi, sitting for Dr. 
J. F. Lucas, Greenwood, Mississippi, by appointment of the 
President. Sitting with the Council: Dr. W. Raymond Mc- 
Kenzie, President, Baltimore, Maryland; Dr. J. P. Culpepper, 
Jr., President-Elect, Hattiesburg, Mississippi; Dr. W. Kelly 
West, First Vice-President, Oklahoma City, Oklahoma; Dr. 
Harry M. Robinson, Jr., Councilor-Elect from Maryland, 
Baltimore; Dr. George D. Wilson, Councilor-Elect from North 
Carolina, Asheville; (Dr. O. P. J. Falk, Councilor-Elect from 
Missouri, St. Louis, was unable to attend the meeting.); Dr. 
Oscar B. Hunter, Jr., General Chairman of the Washington 
meeting, Washington; Mr. C. P. Loranz, Advisor and Pro- 
fessional Relations Counselor, Birmingham, Alabama; Mr. V. 
O. Foster, Executive Secretary-Treasurer and Managing Editor, 
Birmingham, Alabama; and Mr. Robert F. Butts, Business 
Manager, Birmingham, Alabama. (Dr. Kampmeier was unable 
to attend this session.) 


The meeting was called to order by the Chairman, Dr. J. 
Morris Reese, Baltimore, presiding. 

Dr. Reese introduced the Councilors-Elect: Dr. Harry M. 
Robinson, Jr., Baltimore, Maryland; and Dr. George D. 
Wilson, Asheville, North Carolina. These physicians became 
regular members of the Council at the close of the Washington 
meeting. 

The Executive Secretary gave a resumé of the minutes of 
the previous sessions calling attention to a summary of 23 
major actions appearing in the Minutes of the Houston meet- 
ing on page 418. All members of the Council had had previous 
copies of the abstract of the Minutes and upon motion by 
Dr. J. Kelly Stone, which was duly seconded and carried, the 
Minutes as printed in the Journal and distributed to the mem- 
bers were approved. 

The Council instructed that a telegram of good wishes be 
sent to Dr. R. L. Sanders, Immediate Past President, who was 
prevented from attending the meetnig due to illness. 

Chairman Reese then recognized Dr. Oscar B. Hunter, Jr., 
General Chairman, who made a few remarks on the plans 
for the meeting. 

The next item of business was reports of Officers. 
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REPORT OF THE ADVISOR AND PROFESSIONAL 
RELATIONS COUNSELOR 


This has been a busy year for me. You will recall that at 
Houston last year you approved the suggestion of a Golden 
Anniversary Celebration at the time and the place where the 
Southern Medical Association was born, The Read House, 
Chattanooga, Tennessee, October 2-3, 1906, and named me as 
Chairman of the Committee for that Celebration. You charged 
our President with the responsibility of appointing the other 
members of the Committee. Dr. McKenzie gave me a very 
splendid active Committee and an equally splendid Honorary 
Advisory Committee for which I am deeply grateful. These 
Committees worked splendidly with me. 

At a meeting early in the year at Chattanooga of the two 
Committees a general program plan for the Anniversary was 
decided upon. Since the group from the original six states, 
Alabama, Florida, Georgia, Louisiana, Mississippi and Ten- 
nessee, met at The Read House on Tuesday, October 2, 1906, 
and effected a temporary organization, named a committee on 
Constitution and By-Laws which worked that night, it was 
decided that the first activity of the Celebration should be a 
dinner meeting at The Read House on Tuesday evening, 
October 2, the Celebration to close with a meeting there on 
Wednesday forenoon, October 3, the date that the Commit- 
tee on Constitution and By-Laws reported, that report being 
approved and the Association was born. It was decided to 
present to The Read House at that session a plaque com- 
memorating the birth and the Golden Anniversary Celebra- 
tion there. This was done, and the beautiful plaque is hang- 
ing in a prominent place in the hotel lobby. 

At the Wednesday morning session there were seven physi- 
cians who were present at the meeting in that hotel on that 
day fifty years before when the Association was born, seven 
of the founding fathers. There were more than two hundred 
present at the dinner meeting on Tuesday evening and a 
large group at the final session Wednesday morning. The 
Golden Anniversary Celebration, this fifty year birthday party, 
seemed quite a worthwhile activity and enjoyed by all who 
were privileged to attend. 

In connection with the Golden Anniversary Celebration it 
was decided to develop a bound volume of expressions from 
a group of officers and past officers. A list of five hundred 
and thirty names was made up, this representing the President, 
President-Elect, past Presidents, Councilors, past Councilors, 
Chairmen and past Chairmen of Sections, General Chairmen 
for annual meetings, President and past Presidents of the 
Woman’s Auxiliary and others. Invitations were issued to this 
group. Four hundred and twenty responded and prepared 
over their signatures expressions for the volume. These were 
arranged alphabetically, properly indexed and bound in one 
volume and named MEMORABILIA, which Webster defines 
as “things remarkable and worthy of remembrance or record.” 
The volume is unique and so far as we know the only volume 
of its kind ever prepared. It was on exhibition at Chattanooga 
and will be on exhibition at Washington. 

Another activity that you made my responsibility was the 
luncheon in Havana, Cuba, on Tuesday, October 9, the first 
official day of the annual meeting of the World Medical As- 
sociation there, the luncheon to be in honor of the late Dr. 
Elmer Lee Henderson, onetime President of the Southern 
Medical Association, of the American Medical Association and 
of the World Medical Association. That luncheon was at the 
Hotel Nacional and proved a very splendid occasion. There 
were ninety-nine present. Mrs. Henderson came from her home 
in Louisville to attend. An appropriate program was arranged 
for the luncheon, your President-Elect, Dr. J. P. Culpepper, 
Jr., officially representing the Association and presiding so 
splendidly. This activity also seemed quite worthwhile. 

It will be impossible to enumerate in detail the amount of 
work that cleared out of my office this past year, all having 
been done by myself and my secretary, Miss Mildred Porter. 
As an indication of the volume of correspondence and pro- 
motion, you will be interested to know that our postage 
bill alone for the year was eight hundred and ninety-eight 
dollars, That represents thousands of letters in connection 
with the Golden Anniversary Celebration, the developing of 
this unique volume, MEMORABILIA, in promoting the lunch- 
eon at Havana, Cuba, and, of course, there was also much 
Correspondence in my connection with the Association in a 
professional relations capacity. 


_ During the year I attended twenty-six meetings of various 
sizes and importance—national, regional, state, district, etc. 
I felt that attending these meetings was in the interest of the 
Southern Medical Association and for good and better pro- 
fessional relations. 


At the Houston meeting you provided for the preparation 
of an appropriate history of the Southern Medical Association 
to be compiled and printed for distribution at Chattanooga and 
Washington, I apparently misunderstood my relation to that 
Project. I had it in mind that you were charging me with 
the responsibility of preparing that history. I did a great deal 
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of research and brought together and got into type a large 
amount of historical material. 

Several weeks before the time for the Golden Anniversary 
Celebration I happened to review your action as printed in 
the Journal for April 1956 and discovered that the history 
for distribution was to be compiled and printed under the 
direction of a committee of five with me as an ex officio 
member. Apparently through an oversight your specific action 
was overlooked. No committee was ever appointed. It did not 
then seem that there was time to develop the committee and 
finish under its direction a history and get it ready for dis- 
tribution at Chattanooga and Washington. So for the pro- 
gram for the Golden Anniversary Celebration at Chattanooga 
I prepared a brief historical sketch; and in The Birthday 
Story, the report on the Golden Anniversary Celebration, 
appearing in the November Journal, reprints of which will 
be available at Washington, there is that same brief historical 
sketch. As already indicated, much research has been done, 
much historical material has been prepared and is in type. 
Should you wish this history to be completed and will set 
up a committee, it can now be done fairly promptly and with- 
out too much difficulty. 

It has been a great privilege to have served you in these 
various capacities this past year. I only hope that my service 
has been acceptable to you and that I have been able to 
render worthwhile service to the Association. This closes for 
me forty-four years of active service to the Association. 

(Signed) C. P. Loranz 


REPORT OF THE BUSINESS MANAGER 


The end of the fiscal year 1955-56, marked the completion 
of 50 years of continuous progress and growth of the Southern 
Medical Association and its activities. The financial position 
of the Association becomes more sound with the passing of 
each year and even though the activities and the scope of 
operations are being continually enlarged and expanded, rev- 
enue income is keeping pace. It is almost unbelievable that 
the Southern Medical Association has been able to continue 
to operate, at a profit, on membership dues of $10.00 per 
year, which includes the Journal, and still not have to charge 
a registration fee at its annual meetings. Very few, if any, 
like organizations are able to provide so much for so many 
for so little. The outlook for the future is of continued ex- 
pansion and progress. 


JOURNAL 


It will be noted from the statistics on the next page that 
your Journal continues its growth, not only in size and circu- 
lation, but also in cost. However, considering general cost in- 
creases, plus additional expenses incurred, such as the utiliza- 
tion of the gold cover, the increase in the cost per page of 
$.33 is most reasonable. The total cost of the Journal Depart- 
ment of $110,183.94 subtracted from advertising income, leaves 
a balance of $35,110.97 or a net profit over cost of approxi- 
mately 32%. 


In addition to the $145,294.91 shown as advertising revenue, 
$10,400.00 worth of advertising was carried in the Journal 
from which no revenue was received. Included in this figure 
is advertising carried free or at a discount for sanitaria, 
medical societies, medical schools, postgraduate courses, housing 
inserts and Golden Anniversary Key inserts. All classified ad- 
vertising for members of the Association is carried gratis. 
Attached is a graph giving a comparison of printing cost and 
advertising revenue for the ten year period 1947 to 1956. 
The differential between the cost of printing and advertising 
revenue is most significant. 


Although 130,400 copies of the Journal were distributed 
during the past year, an even greater increase in circulation 
should be our main goal. With each sizeable increase can 
come increased advertising rates and greater savings in the 
cost of production, Using an issue of the Journal which is 
average as to size, content and circulation, additional copies 
could be produced at the rate of $463.19 per 1,000 or $.46 
each. This price per additional thousand copies would be 
correct up to a total of 50,000 copies. After this quantity, 
it would be necessary to electrotype the pages or have the 
type reset. Greater savings have been made in the production 
of reprints by beginning each article at the top of the page. 
The savings effected more than compensate for the loss of 
space and the space is usable to promote the annual meeting 
or other Association activities. 


EXHIBITS 


For the Washington Meeting, all technical exhibit space 
(113 booths) was allotted immediately upon release of the 
Prospectus and Floor Diagram, July 7. Ninety-seven firms 
reserved space. Half again this number requested space after 
all space was allotted. This popularity is due to some extent 
to the success of the Houston Meeting and to the wonderful 
spirit of cooperation that exists between the Association and 
the Exhibitors. The general layout of exhibits at Houston 
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was acclaimed by many exhibitors as perfect. The breakfast 
in Chicago, attended by General Officers and Councilors of 
the Association and Officers and Directors of the Medical 
Exhibitors Association was most successful and has helped 
considerably in maintaining the favorable relationship that 
exists between the two groups. 

Approximately 140 requests for scientific exhibit space were 
received for the Washington Meeting. Numerous requests 
were received too late to be included because of lack of space. 
Dr. Kampmeier screened the Applications and approved 83 
exhibits. Section Officers were requested at the Section Officers 
Dinner in Houston and also by mail and personal contact to 
help secure outstanding exhibits, While response from Section 
Officers as a whole was disappointing, several excellent ex- 
hibits were secured in this manner. Dr. Arthur Morris as 
Chairman, of the Local Committee on Scientific Exhibits 
secured, screened and submitted a number of exhibits which 
will add much to the meeting. Dr. Brooks Brown, Chairman 
of the Local Committee on Motion Pictures, screened and 
secured most of the motion pictures comprising the motion 


picture program. 
MEETING PLACES 


WASHINGTON 


When, in 1952, the Council accepted the invitation of the 
District of Columbia Medical Society to hold the 1956 meet- 
ing in Washington, they were assured that facilities and ac- 
commodations of both the Sheraton-Park and the Shoreham 
Hotels would be available. This assurance was reconfirmed 
during the meeting of the Council at the St. Louis Meeting 
in 1954 by telegram and again to the Executive Secretary and 
the Business Manager at an even later date. Unfortunately, 
the management of the Shoreham Hotel chose to repudiate 
this agreement and book another convention in their hotel 
on the same dates, necessitating re-evaluation of preliminary 
plans and arrangements. The crowded exhibits and meeting 
rooms, the extra expense of building meeting rooms and other 
difficulties, as well as 600 physicians being housed downtown 
is the result of the action taken by the management of the 
Shoreham. It must be stated that through local physicians, 
some meal functions will be held at the Shoreham. 

MIAMI BEACH 


Preliminary plans have been made for the 1957 meeting to 
be held at Miami Beach. The local physicians are enthusiastic, 
the hotels, the auditorium management and the convention 
bureau have been most helpful and cooperative and all signs 
indicate a most pleasant year ahead. 

New ORLEANS 


Meeting facilities in New Orleans, site of the 1958 meeting, 
are improving constantly. Additions have been made to several 
hotels and the whole Auditorium will be available to the As- 
sociation. The New Orleans Meeting should prove to be the 
largest attended meeting in Association history. 

ATLANTA 


Your Business Manager is attempting to get the City of 
Atlanta to remove its unique rental charge made for the use 
of meeting rooms. It will be recalled that these rental charges 
made during the 1953 meeting in Atlanta resulted in a deficit 
for that meeting. Rest assured that everything possible will 
be done to eliminate these unfair and unjust charges before 
a contract is signed. 

I wish to express my gratitude to General Officers, Executive 
Committee, Council and Staff for the cooperation, confidence 
and aid rendered me at all times. 

Respectfully submitted, 
Rosert F. Butts, Business Manager. 


REPORT OF THE EDITOR 


I am sorry that I cannot use the privilege of giving my 
report in person as I did last year. However, the work of 
the Committee on Credentials of the American College of 
Physicians detains me today in the offices of the College in 
Philadelphia, I will be in attendance at the Annual Session, 
and hope I may see all of you and answer any questions you 
may pose. 

We have now published 22 issues of the Southern Medical 
Journal and feel that progress has been made, not only in 
the appearance of the Journal in terms of cover, format, and 
typography, but also in increasing the size of the Journal. 
This keeps abreast of the increased advertising about which 
you will hear from Mr. Foster and Mr. Butts. Gradually I 
have been able to build up a backlog of papers in manuscript 
or galley which permits Mr. Butts much more leeway in the 
use of cuts and thereby producing a more attractive Journal. 

Through October, 1955 (the first ten months of that year) 
the pages ran to 1,140. For the same period of time in 1956, 
they totaled 1,240. In the twelve-month period ending October 
$1, 1956 (thus including the November and December issues 
of 1955) 224 papers were published. In addition there were 
28 editorials written by me and six by members of the Edi- 
torial Board. 
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Editorial Work. In addition to the 224 papers, which have 


_been published in the past 12 months and the 23 editorials 


written, there have been edited an additional 116 papers which 
are in the hands of the publication office in Birmingham 
either in manuscript or in galley form. All papers which were 
read at the 1955 session in Houston, and which were sent to 
the Editor have been edited as of this date. On hand are 
46 contributed papers not edited as yet. The number of 
papers not accepted for publication total 27. No doubt there 
will be more unacceptable ones in the 46 not edited as yet, 
I hope you have had occasion to notice the modernized syb. 
ject index which was used in the 1955 volume (December) 
This type of subject index not only makes for greater ease in 
finding subject material but is much shorter and therefore 
was published at a great saving over the previous type of 
index. This was done with the assistance of the Assistant 
Librarian in the Vanderbilt Medical School Library. 
Editorial Board. The Editorial Board showed less enthus- 
iasm during this past year in writing editorials than they had 
in the previous year, and thus I have not been able to have 
the broad coverage in the editorial content which I would 
like. Several representatives of other Sections feel they have 
been slighted by not being represented on the Editorial Board 
I have answered by saying that sooner or later they may be. 
but at this moment we see no reason for enlarging the Board, 
since the Section Officers act as a screening Editorial Board 
for the papers presented at sessions. The contributed papers 
have fallen in practically all instances into the categories of 
general surgery, obstetrics, dermatology, and medicine. Since 
these fields are covered by the Editorial Board, do you on the 
Council feel that there should be further representation? 


Scientific Exhibits. All applications for space for scien- 
tific exhibits have: passed through the Editor’s hands for eyval- 
uation as to probable acceptability. 

Panel discussions are becoming more frequent at meetings 
throughout the country. The same holds true for the Southern 

ical Association. We published several which were recorded 
at the Houston Session. This was done as an experiment, 
though we suspected that panel discussion when “cold” can 
lose much of their appeal. At my request the Editorial Board 
looked over the panel discussions. Upon a poll their opinion 
seems to agree with mine. Therefore no panels will be tran- 
scribed this year at the Washington meeting. 

Discussion. As you recall, at the meeting of the Section 
Officers last year, it was decided to eliminate all discussions 
for printing except those which are prepared and written 
out, This will gain us many pages as well as eliminate the 
cost of transcription. 

My sincere thanks go to Mr. Foster and Mr. Butts and 
other members of the Headquarters Staff as well as my sec- 
retary, Mrs. Hall, in facilitating the editorial work entailed 
in the Journal. 

(Signed) R. H. KAMPMErER, M.D., Editor 


REPORT OF THE EXECUTIVE 
SECRETARY-TREASURER 


I am pleased to transmit herewith my report for the fiscal 
year, October 1, 1955-September 30, 1956. I have made this a 
joint report, supplemented with several Exhibits to conserve 
time and to supply you with detailed information. 


MEMBERSHIP 


Membership reached 9,629 on September 30th—another all- 
time high, and a gain over last year of 146 members. The 
average yearly gain in members over the past ten-year period 
has been 218. However, in one year (1953) of this period, the 
gain was 1,254, due primarily to the institution of the Group 
Insurance Program. Nonetheless, we are falling behind in 
the percentage increase in membership. This fact should be 
of grave concern to all of us. 


Membership statistics by years and by states for the past 
ten years are attached to this report as Exhibit A. 


FINANCE 


Operating income during the past year was $261,642.60. 
For the past few years, income has been above the quarter- 
million dollar mark. However, we have not escaped the effects 
of continually rising costs of doing business. These increased 
costs, particularly in (a) Journal printing, (b) salaries and 
wages, (c) rent, and (d) general operating supplies and serv- 
ices have off-set the increase in revenue. Our Surplus Account 
has been virtually stabilized over the past two years. 


ANNUAL FINANCIAL REPORT 


The financial report for this year is not quite as good as 
last. However, actions of the Council in Houston, which in- 
creased certain appropriations and added new appropriations, 
resulted in some $8,000.00 of additional expenses this year. 
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These “extras” and a drop of nearly $10,000.00 in exhibit 
revenue at Houston due to limited space, account for the 
smaller cash balance at the end of this year. The projected 
budget for the coming year indicates that these unusual factors 
will level out by the close of this present fiscal year. A copy 
of the Annual Financial Report is attached to this report as 
Exhibit B. 
BUDGET 


The proposed budget for 1956-1957 was mailed to members 
of the Council on September 25 requesting tentative approval 
so that expenditures from the beginning of the fiscal year 
(October 1, 1956) would have authorization. The proposed 
budget was unanimously approved with the understanding 
that it could be amended as desired and formally adopted at 
this meeting. A copy of the proposed Budget is attached to 
this report as Exhibit C. 

As Your Director of Finance, I would like to introduce the 
Budget on “first reading’ at this time for your study. May 
I recommend that we postpone a vote on the adoption of 
the budget until the next session of the Council since it is 
entirely probable that actions taken here today may require 
increasing certain appropriations and perhaps making addi- 
tional appropriations. This will avoid the awkward situation 
in Houston last year when ten separate amendments to the 
budget occurred by subsequent motions. 


JOURNAL 


As Managing Editor of the Journal, may I make a few 
brief comments. The Volume (12 issues) for the year closed 
on September 30 is the largest volume ever published. I think 
most will agree that it is the most attractive volume ever 
mailed. The number of individual copies mailed this year was 
a record, too. In addition to distributing 10,700 copies month- 
ly to members, subscribers, advertisers, and marked copies, 
3,000 sample copies were mailed to Interns and Residents 
throughout the South, and 2,200 complimentary copies of the 
October issue (The Washington Number) were mailed to 
every member of the Medical Society of the District of Colum- 
bia. A total of 130,400 golden covered copies were distributed 
during the year. 


During the year past, at my request, Mr. Butts assumed the 
additional duties of ‘‘Production Editor.’’ This move enabled 
the Journal to have the benefit of Mr. Butts’ knowledge of 
make-up, lay-out, printing mechanics, and general supervision 
of the actual production of the Journal. The unusual and 
attractive design of the cover for the October issue (The 
Washington Number) was his typographical brainchild. 

In connection with the Journal, I must acknowledge the 
finest cooperation imaginable from the Editor, Dr. Kamp- 
meier. Unlike the average editor whom most people fear with 
a vengeance, Dr. Kampmeier gives us at headquarters a very 
necessary degree of freedom in the pure mechanics of Journal 
production. 


GENERAL ADMINISTRATION 


As initiated last year, your headquarters staff continues to 
operate on a departmental basis, with responsibilities for every 
employee clearly established. Whenever it has been necessary 
to make staff replacements, we have tried to employ persons 
having special skills and competencies for the specific job. 
As a result of this policy, over-all efficiency has been increased 
with one less staff member, and salaries for most employees 
have been increased. 

I wish to acknowledge the efficient and loyal help of all 
those in the headquarters office and the splendid cooperation 
of the General Officers and the Council. 

Respectfully submitted, 
V. O. Foster, Executive Secretary-Treasurer 

The reports of Officers were accepted with all recommenda- 


tions therein placed on the Agenda under the item “New 
Business.” 


REPORTS OF COMMITTEES 
DISTINGUISHED SERVICE AWARD COMMITTEE 


At the request of Dr. W. Kelly West, Chairman, the report 
of the Committee was read by the Executive Secretary. The 
Committee nominated the following physicians for the Award: 
Dr. Curtice Rosser, Dallas, Texas; Dr. Julian Meade Ruffin, 
Durham, North Carolina; and Dr. Virgil P. Sydenstricker, 
Augusta, Georgia. Following a discussion, a secret vote was 
taken on the above nominees and Dr. Curtice Rosser received 
a majority of the votes cast. Following the report of the 
tellers, Dr. Donald S. Daniel moved that the vote be made 
unanimous. It was seconded and carried. 


GERIATRICS COMMITTEE 


“You asked us to study the matter of the wisdom of creating 
4 special Section on Geriatrics for Southern Medical Associa- 


MINUTES, WASHINGTON MEETING 405 


tion as well as planning a symposium on the subject for the 
Washington meeting. 

“We have given the matter serious thought and we recom- 
mend that no Section on Geriatrics be considered or created 
at this time. Our reasoning is that we already have an 
abundance of Sections—possibly more than may be needed 
eventually; and that the members of practically all sections 
should be interested in the matter of the problems of the 
aging. This would mean a crossing of lines of interest if we 
did have a separate section on this topic. 


“We do feel that it will be well to encourage two or more 
sections each year to consider a joint program on some phase 
of geriatrics; or the Council might see fit to continue a 
morning or afternoon Symposium on Geriatrics for another 
few years, but the matter of two or more sections joining 
together to discuss phases of geriatrics might be preferable. 


“The program we will present on Thursday morning, No- 
vember 15, is designed primarily to stimulate interest in the 
problems of the aging and to furnish references and source 
materials to doctors who are interested in the subject.” 


Most cordially, 
(Signed) Mirrorp O. Rouse, Chairman 
JoserpH S. STEWART 
Fount RICHARDSON 
Upon motion by Dr. Fount Richardson, the report of the 
Committee on Geriatrics was accepted. 


GOLDEN ANNIVERSARY CELEBRATION 
COMMITTEE 


Mr. C. P. Loranz, Chairman, stated that the report on the 
Golden Anniversary Celebration was incorporated in his re- 
port as Advisor and Professional Relations Counselor. By re- 
quest, Mr. Loranz enlarged upon his report for the benefit 
of the members of the Council who were not privileged to 
attend the celebration. The report was accepted with com- 
mendation. 


INSURANCE COMMITTEE 


Dr. Grayson Carroll, Chairman, reported that the Commit- 
tee, after many visits to Chicago for conferences with the 
administrator and the underwriter, The Continental Casualty 
Company, and upon further meetings of the Committee in 
Washington, recommends that the Council approve a revision 
of the Association’s Group Accident and Sickness Insurance 
Program to provide: 


1. a premium rate structure to be computed by age groups 
2. that the five-year sickness benefit be continued up to age 
60 


3. that from age 60-70 sickness benefits be limited to two 
years 


4. that the principal sum remain at $5,000 


5. that sickness benefits for the Class A plan be based on 
per month rather than the $100 per week in the 
present contract. 


During the lengthy discussion of the Committee’s recom- 
mendations, Mr. Paul S. Fisher of the Continental Casualty 
Company was called into the meeting for a discussion of the 
technical aspects of the program and to answer questions by 
the members of the Council. As a part of the report, Dr. 
Carroll presented statistics on a breakdown of the ages of 
physicians presently insured in the group. More than one- 
third (36.7% or 977) of the physicians insured under the 
present plan are ,between the ages of 40-49 years. Essential 
provisions of the revised program as recommended by the 
Committee are as follow: 


1. Instead of a flat premium for all ages, a new schedule 
of rates, according to age brackets has been proposed. 
(Note: This change is made solely for the purpose of 
more equitably distributing the cost among members 
more nearly proportionate to the claims paid in each 
age bracket.) 


2. The coverage under the basic plan will remain sub- 
stantially unchanged with lifetime benefits for accidents 
and two years’ benefits for sickness and will be carried 
to the premium due date following the insured’s 69th 
birthday. The only change is that benefits will be pro- 
vided on a monthly basis instead of a weekly basis. The 
option of carrying the five-year sickness plan will be 
continued, but will apply only to disabilities beginning 
prior to the 60th birthday. All sickness claims beginning 
after the 60th birthday will be payable for two years. 
(Note: This change is made to reduce the high claim 
costs and reserves in the upper age bracket and keep 
the plan sound, stable and permanent.) 


3. Here are the new schedules of benefits and annual 
premiums for both of the plans after revision. These 
rates apply according to age and according to attained 
age on renewals. 
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Life & 5 Year Plan PREMIUMS 
Monthly Principal Under Ages Ages Ages 
Plan Indemnity Sum Age 40 40-49 50-59 60-69 
A $400 $5,000 154.00 186.00 238.00 2-YEAR 
B 300 5,000 118.00 142.00 181.00 COVERAGE 
Cc 200 5,000 82.00 98.00 124.00 See — 
Below 


PREMIUMS 


Under Ages Ages Ages 
Age 40 40-49 50-59 60-69 


Life & 2-Year Plan 


Monthly Principal 
Plan Indemnity Sum 


A $400 $5,000 126.00 152.00 190.00 238.00 
B 300 5,000 97.00 116.50 145.00 181.00 
c 200 5,000 68.00 81.00 100.00 124.00 


Optional Hospital Rider 
$10.00 Per Day 60 Days 


Additional Premium 16.00 16.00 16.00 16.00 


According to the age distribution of present participants, 
the total premium volume developed under these new sched- 
ules is approximately the same as under the original flat rate 
basis. No increase in over-all cost. 


All claims beginning before revision will be fully paid ac- 
cording to original contracts. 

Each insured member will receive a new certificate and will 
be billed for renewal premium in accordance with his proper 
age bracket. 

Dr. A. Clayton McCarty, a member of the Committee, spoke 
to the recommendations as embodied in the report of the 
Chairman, making the following observations: (1) our group 
experience since last year has become less favorable; (2) the 
proposed plan is proposed because underwriters realize that 
the present loss ratio is unwholesome; (3) only 1-4/10% of 
insureds are threatening the solvency of the present plan. 
Many plans written on the level premium basis such as ours 
have had to change. The recommendation was discussed at 
great length, and the action on the Committee’s report was 
deferred until the second session of the Council when addi- 
tional information would be presented. 


During the Wednesday morning session of the Council, Dr. 
Grayson Carroll presented additional information including 
the proposed letters to be sent to the membership explaining 
significant aspects of the new program. Following discussion, 
Dr. Carroll moved that the Council accept the basic principles 
involved in the proposed plan. Following discussion, the mo- 
tion was amended to provide that the letters of transmittal 
and details of the proposed plan be submitted to the Executive 
Committee before final action and that the Council delegate 
authority for such final action to the Executive Committee. 


MEDICAL STUDENT REPRESENTATIVES 
COMMITTEE 


Dr. H. L. Brockman, Chairman, not having a written re- 
port, made the following comments: “Mr. Chairman, the 
members of this Committee are Dr. Donald S. Daniel, Dr. 
Harry Lee Claud, Dr. Charles R. Thomas and myself. Most 
of the work for this project has been done by Mr. Foster and 
his co-workers at the headquarters office. Dr. Waverly R. 
Payne, who is acting as official host to the students, was in- 
strumental in getting the project started and is due much 
credit for its success. A close schedule of activities for these 
representatives from 9 medical schools has been prepared and 
I am sure each of you has a copy. There is not time now to 
name these representatives because they will all be presented 
to you at the luncheon at noon. I would like to suggest that 
you members who live in states where medical schools are 
represented get acquainted with your own representatives.” 


Following a discussion of the Medical Student Representa- 
tives project which was wholeheartedly approved, the Council 
adjourned at 11:50 o’clock for luncheon. 


REPORT EMPLOYEES PENSION TRUST COMMITTEE 


There has been no change in the participation in the 
Employees Pension Trust since my report last year. I re- 
ported that the following were then, as they are now, re- 
ceiving disbursements from the Pension Trust these amounts 
per month: Dr. M. Y. Dabney, $125.55; Mrs. M. Y. Dabney, 
$70.67; Mrs. S. C. Riggan, $60.44; and Mrs. W. A. Thorn- 
hill, $53.34, a total of $310.00 per month, the disbursements 
to these four from the Fund this year making a total of 
$3,720.00. 

When the Committee was organized, it adopted a reso- 
lution approving the investments which might be recom- 
mended by the Investment Committee of the Trust Depart- 
ment of the First National Bank, who according to your 
action at the St. Louis meeting in 1954, handles this Ir- 
revocable Pension Trust. The Investment Committee has 
from time to time suggested certain investments which each 
member of the Committee has approved. 


MARCH 1957 


The Trust Department of the First National Bank advises 
that as of this date the value of the irrevocable trust js 
$164,716.65 and the retirement fund reserve is $10,642.45 
total $175,359.11. For the past several years you have each 
year passed from current funds the amount of $6,000.00 to 
this Pension Trust. To further strengthen the Pension Trust 
I recommend that again this year you pass from current 
funds the sum of $6,000.00 to the Pension Trust. 

The charge by the Trust Department of the First National 
Bank for administering the Pension Trust last year was 
$257.09. The fiscal year for the Pension Trust is December 
1 to November 30. It is anticipated that the cost this year 
will be approximately the same, perhaps a little more. The 
Bank suggests that the cost of administering the Pension 
Trust be paid out of current revenue and not charged against 
the Trust. The Trust instrument provides that there shall 
be an examination each year by a qualified actuary. The 
Committee has officially designated such an actuary. Last 
year his charge was $70.00. To pay the administrative charge 
and the actuary fee for this year I recommend that there 
be set up in the budget an amount of approximately $400.00, 

You will recall when setting up this Committee at the St, 
Louis meeting in 1954 that the Committee was to be com- 
posed of P. Loranz, Birmingham, three years; Dr. 

F. Turlington, Birmingham, two years; and Dr. Olin §, 
Cofer, Atlanta, one year. At Houston last year Dr. Cofer’s 
term expired, and you elected Dr. J. Garber Galbraith, Bir- 
mingham, in his place, the Committee now being composed 
of C. P. Loranz, Chairman; Dr. Lee F. Turlington, Secre- 
tary; and Dr. J. Garber Galbraith. 
(Signed) C. P. Loranz, Chairman 
Lee F. Tur.incton, M.D. 
J. GarBer GALBRAITH, M.D. 


LIFE MEMBERSHIP COMMITTEE 


The report of this Committee was in the form of a 
recommendation as follows: ‘“‘Any member of the Southern 
Medical Association in good standing may become a life 
member by paying dues of $250-$300 up to the age of 50. 
From age 50-60 life membership may be secured by paying 
the equivalent of the total amount of annual dues which 
would ordinarily be paid from present age to the age of 
65 years. After 60, the minimum life membership fee would 
be $50. Life membership would carry full privileges of voting, 
holding office, receiving the Journal and any other rights 
accorded regular members. A certificate of life membership 
would be awarded every member so qualified.” 

(Signed) A. CLayton McCarty, M.D., Chairman 
Grayson CARROLL, M.D. 
Rosert D. Moreton, M.D. 


HOME BUILDING COMMITTEE 


The Home Building Committee composed of Drs. Henry 
H. Turner, Harry Lee Claud, J. Kelly Stone, Jack C. Norris 
and Lee F. Turlington had a meeting this morning before 
breakfast. All members were present. The Committee recom- 
mends the purchase of the site at Highland Avenue and 
26th Street for a sum of not more than $50,000. It recom- 
mends that we be authorized to proceed with the building 
of the home. It is contemplated that a suitable building 
with 5,000 square feet of work space will be erected. It is 
thought that the lot can be prepared for about $5,000, and 
that the building itself will cost about $90,000. The Com- 
mittee recommends that the Executive Secretary be empowered 
to make a contract for the construction of the home. 

(Signed) Lee F. Turtincton, M.D., Chairman 
Henry H. Turner, M.D. 
J. Ketty Stone, M.D. 
Harry Lee Craup, M.D. 
Jack C. Norris, M.D. 


NOMINATING PROCEDURE COMMITTEE 


The Committee’s report was in the form of a recommen- 
dation that “there shall be a Nominating Committee of 
five members appointed by either the President or the Chair- 
man of the Council, one member representing each class, 
with the oldest member in point of service serving as chair- 
man. It shall be the duty of this Committee to receive and 
consider names for all elective offices. After due considera- 
tion, a list of candidates shall be submitted to the Council 
for election as prescribed in the Constitution and By-Laws. 
The submission of such a list does not preclude nominations 
from the floor. 

(Signed) A. Crayton McCarty, M.D., Chairman 
Harry Lee Ciaup, M.D. 
H. L. BrockMaNnn, M.D 


ACTION OF THE COUNCIL ON RECOMMENDATIONS 
OF OFFICERS 


Advisor and Professional Relati: Counselor—The recommen- 
dation of Mr. C. P. Loranz that a committee of five men be 
appointed as a History Committee to complete the fifty year 


> 
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history of the Association was approved and the Committee 
was subsequently appointed by Dr. Culpepper. 
Business Manager—This report pointed out the unique and 
substantial rental charges made by the Atlanta Municipal 
Auditorium for meeting rooms. Following a discussion which 
led that the charges were discriminatory compared to 
charges in other southern cities, the following action of the 
Council was taken: Upon a motion by Dr. Fount Richard- 
son, seconded by Dr. Donald S. Daniel, the Council voted to 
approve the recommendation of the Executive Committee 
which was as follows: That the Council seriously consider 
changing the meeting scheduled in 1959 in Atlanta unless 
more favorable rental charges by the Atlanta Municipal Au- 
ditorium can be obtained. 
Fditor—The Editor requested advice of the Council with 
respect to enlarging the Editorial Board in order to give 
representation to some additional Sections. Following a dis- 
cussion of the merits of the proposal, together with the 
services rendered by present members, the Council upon 
motion duly made, seconded and carried, approved the 
present plan of an Editorial Board composed of 10 members 
with the Editor to make reappointments for five year terms 
subject to the approval of the Council. 
Executive Secretary-Treasurer and Managing Editor—The an- 
nual financial report as_ submitted as a part of the report 
was approved. Budget—The proposed budget as amended by 
several actions of the Council was adopted. A copy of the 
budget for the fiscal year 1956-1957 appears on page 408. 


ACTIONS OF THE COUNCIL ON REPORTS OF 
COMMITTEES 


Distinguished Service Award Committee—The Council elected 
Dr. Curtice Rosser, Dallas, Texas, as the recipient of the 
first Distinguished Service Award of the Association. See 
Committee report on page 405. 

Geriatrics Committee—The Council authorized the President 
to appoint a Geriatrics Committee to plan the third annual 
Geriatrics Symposium to be presented at the Miami Beach 
meeting. 

Golden Anniversary Celebration Committee—The report was 
accepted with commendation. 

Insurance Committee—The Council approved in principle 
the recommendations of the Insurance Committee to revise 
the insurance program providing for a sliding scale premium 
structure and other changes in the benefits (See Committee 
report on page 405) and authorized the Insurance Committee 
and the Executive Committee to put the revised plan into 
effect. 

Medical Student Representatives Committee—The program of 
inviting medical student representatives from the various 
medical schools within the territory of the Association on a 
geographic basis as established at the Houston meeting was 
reaffirmed and the President was authorized to appoint a 
Committee to plan the program for these representatives for 
the Miami Beach meeting. 


Employees Pension Trust Committee—The Council approved 
a recommendation of the Retirement Fund Committee to 
appropriate an additional $6,000 from the general funds to 
the corpus of the Retirement Fund and $400 for administra- 
tive expenses. (The appropriation for expenses was increased 
- $585.71 by unanimous mail vote of the Council, January 

, 1957.) 

Life Membership Committee—The Council continued the 
Committee on Life Membership and directed that the proposal 
be studied further and a report and recommendations be 
made to the next meeting of the Council. 

Dues Committee—No action. 

Home Building Committee—By a series of motions, the fol- 
lowing actions were taken: 

1, The purchase of a lot at the corner of Highland Avenue 
and 26th Street, South, in Birmingham, at a cost not 
to exceed $50,000 was authorized. 

2. The Executive Secretary and the Chairman of the Build- 
ing Committee were authorized to employ an architect 
to design the building. 

3. Directed that detailed studies as to the type of building, 
the cost, and the means of financing be made by the 
Building Committee and to report their findings to the 
Executive Committee. 

4. That the Building Committee be provided with $10,000 

5 That the cost of th d build ced 

4 at the cost of the propose uilding not exc 
$100,000. 

Nominating Procedure Committee—Dr. Robert D. Moreton 
moved that the Committee’s report and recommendation 
establishing a Nominating Committee be adopted. The motion 
failed for lack of a second. 


ACTIONS OF THE COUNCIL ON RECOMMENDATIONS 
OF THE EXECUTIVE COMMITTEE 


(From the January 21, 1956, Meeting) 


1. Expansion of State Promotion Committees—approved. 
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2. Continuing study of a group disability insurance pro- 
gram for employees of the Association—approved. 

- Council exploration of the findings and recommenda- 
tions of the Insurance Committee providing for a sliding 
scale premium structure—(for action taken see Council 
Action on Recommendations of Committees, page 407). 


(From the November 9, 1956, Meeting) 


1. $6,000 appropriation to the Retirement Fund and $400 
for administrative expenses—approved. 

2. Possible change of Atlanta meeting because of excessive 
Auditorium charges—approved with the proviso that the 
matter be investigated by the Business Manager with 
the hope that a favorable rental charge could be secured. 

8. Creating a committee to investigate and promote Puerto 
Rican tour following Miami Beach meeting—approved 
and the President authorized to appoint the committee. 

4. Creating of a “Program Improvement” Committee— 
approved and instructed the President to appoint the 
Committee. 

5. Re-establishment of the Research Medal—approved and 
instructed the introduction of apropriate By-Law amend- 
ments at the General Sessions—(amendment adopted by 
the membership). 

6. Present composition and modus operandi of Editorial 
Board—present scheme approved with the Editor to 
appoint the members of the Board subject to the appro- 
val of the Council. 


OTHER ACTIONS OF THE COUNCIL 


1. Authorized continuing the policy of paying necessary 
expenses of one out-of-territory guest speaker for each 
of the 20 Sections. 

2. Amended proposed budget by appropriating $500 to 
the World Medical Association. 


NEW BUSINESS 


8. Appointment of Scientific Exhibit Awards Committee 
at least two months prior to the meeting—approved. 
4. Recommendations of the Board of Trustees (a) that the 
Board meet every other year in Birmingham; (b) that 
they begin their Birmingham sessions in conjunction 
with the Executive Committee meeting in January, 
1957; (c) that the expenses of members in attending 
be reimbursed—approved. 

5. Proposed budget as amended at the current sessions— 
approved. 


INVITATION FOR 1960 OR 1961 MEETING 


October 31, 1956 
Dr. Robert D. Moreton 
1217 W. Cannon Street 
Fort Worth, Texas 


Dear Dr. Moreton: 


This is to verify the fact that at a joint meeting of the 
Dallas County Medical Society and the Tarrant County Medi- 
cal Society on September 4, 1956, the joint societies voted 
to invite the Southern Medical Association to meet in Dallas, 
in 1960 or 1961, with both the Dallas and Tarrant County 
Medical Societies acting as hosts. This action has been re- 
corded in the official minutes of the Dallas County Medical 
Society. 

Sincerely yours, 
(Signed) Millard J. Heath 
Executive Secretary 
The Dallas County Medical Society 
October 10, 1956 
Board of Councilors 
Southern Medical Association 
Birmingham, Alabama 
Gentlemen: 

At a joint meeting of the Dallas and Tarrant County 
Societies, held on September 4, 1956, a motion was unani- 
mously adopted to authorize our Councilor, Dr. Robert D. 
Moreton, to invite the Southern Medical Association to meet 
in Dallas for its Annual Session in 1960 or 1961. 


Very truly yours, 
(Signed) Hobart O. Deaton, M.D. 
President 


Tarrant County Medical Society 
6. The invitation to meet in Dallas was accepted. 
REPORT OF THE SCIENTIFIC AWARDS COMMITTEE 
The Committee on Scientific Awards visited the scientific 
exhibits and after studying these exhibits would like to make 


the following report: All feel that the exhibits in general 
are excellent and thank the contributors. 
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We feel that the assignment of space for all exhibits was 
done quite well and that few of the exhibitors were handi- 
capped by location or lighting facilities. There were some 
exhibitors who were using trade names of drugs which we 
felt had to do with advertising and commercial propaganda 
and this was considered in the judging. 

Many exhibits were not adequately covered by competent 
demonstrators and the Committee did not feel that a tape 
recorder was an adequate substitute for the research worker 
who could have answered questions and explained the exhibit 
to much better advantage. 

The Committee tried to judge the exhibits from an over- 
all standpoint of general and scientific interest, considering 
originality, practicality and the application to the practice 
of medicine. The quality of the exhibit, value and personal 
demonstration was given considerable priority in reaching 
our conclusions. 

The Committee was particularly impressed by the large 
number of excellent exhibits presented from Texas with 
practically all medical school and teaching institutions repre- 
sented 

The Chairman was requested by the Committee to com- 
ment on this fact and to encourage all medical schools in 
SMA territory to participate and to contribute to this valu- 
able avenue of teaching. 

With these considerations in mind, the Committee conferred 
the following awards: 

First C. Hightower, Jr., M.D., Cc. 
Jr., M.D D. Haines, M.D., J. heen, M.D., 

A. W. tes M.D., Scott and White Clinic, Tcnem, 

Texas: Chronic’ Ulcerative Colitis: Diagnostic and Thera- 

peutic Considerations. 

Second Award—Garrett Pipkin, M.D., and Donald K. Piper, 
M.D., Kansas City, Missouri: Treatment of Dislocation of 
the Hip Associated with Fracture of the Head of the Femur. 

Third Award: Harwell Wilson, M.D., E. H. Storer, M.D., 
and E. E. Bramlitt, M.D., University of Tennessee College 
of Medicine and Baptist Hospital, Memphis, Tennessee: 
Strictures of the Common Duct. 


HONORABLE MENTION 


S. F. Williams, M.D., U. S. Naval Hospital, National Naval 
Medical Center, Bethesda, Maryland: Clinical Diagnostic 
Studies Utilizing Radioisotopes. 

George Cooper, Jr., M.D., Edward P. Cawley, M.D., and 
William H. Melton, M.D., University of Virginia Hospital 
and Medical School, Charlottesville, Virginia: Collagen 
Diseases. 

Brit B. Gay, Jr., M.D., and Joseph Chang, M.D., Emory 
University Hospital, Emory University, Georgia: Radio- 
logic Study of Diseases of the Larynx and Pharynx. 

Carroll A. Handley, M.D., John H. Moyer, M.D., and Richard 
A. Seibert, M.D., Baylor University College of Medicine, 
Houston, Texas: "A Chromatographic Yaad of the Ex- 
cretory Products of a Mercurial Diuretic. 

Sam G. Jameson, M.D., Schuler Site, M.D., and J. O. 
Cooper, El Dorado, Arkansas: Pediatric Urology. 

(Signed) Rosert D. Moreton, M.D., Chairman 
E. Casey, M.D. 
Rosert M. Birp, M.D. 
ArTHur S. BRINKLEY, M.D. 
Kate SAVAGE ZERFoss, M.D. 


REPORT OF THE BOARD OF TRUSTEES 


The Board of Trustees of the Southern Medical oe 
met in the Madison Suite of the Sheraton-Park at 9:00 p.m 
Tuesday, November 13, 1956. 

Those present were Dr. Hamilton McKay, Chairman, Dr. 
Walter Vest, Dr. Walter Jones and Dr. Alphonse McMahon. 

The financial report of the treasurer was reviewed and 
unanimously approved and accepted. 

The audit of the accounts of the Association as prepared 
by the firm of Brown, Regan & King of Birmingham for the 
fiscal year ended September 30, 1956, was examined and 
accepted. 

Upon motion which carried, the Board voted to hold its 
meeting in Birmingham every second year; and to hold its 
interim meeting in connection with the annual meeting in 
other years. The Board recommends to the Council that 
funds be appropriated to defray the expenses of the members 
for the Birmingham meetings. 

The Board expressed a desire to hold its first meeting in 
Birmingham at the time of the meeting of the Executive 


Committee. 
(Signed) Hamicton W. McKay, M.D., Chairman 
ELECTIONS BY THE COUNCIL 
1. Member of Executive Committee—Dr. Harry Lee Claud, 


Washington, D. C., replacing Dr. J. Morris Reese whose 
term expired with this meeting. 
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2. Member of Board of Trustees—(6 year term) Dr, w, 
Raymond McKenzie, Baltimore, Maryland, replacing 
Dr. Hamilton W. McKay, Charlotte, North Caroling 
whose term had expired. 

3. Member Retirement Fund Committee—(3 year term) 
Dr. Lee F. Turlington, Birmingham, Alabama, fe. 
elected. 

4. Chairman of the Council—(1 year term) Dr. A. Clay. 
ton McCarty, Louisville, Kentucky. 

5. Vice-Chairman of the Council—(1 year term) Dr. Fount 
Richardson, Fayetteville, Arkansas. 


NOMINATIONS BY THE COUNCIL 


(Under the provisions of the Constitution and By-Laws, the 
uncil constitutes the Nominating Committee 
of the Association) 


1. President-Elect—Dr. W. Kelly West, 


Oklahoma City, 


Oklahoma. 
2 = Vice-President—Dr. Milford O. Rouse, Dallas, 
exas. 
8. Second Vice-President—Dr. Oscar B. Hunter, Jr., Wash. 
ington, D. C. 


(The preceding officers were elected by the Association 
pees Session, Wednesday evening, November 14, 
1956.) 


OFFICIAL BUDGET 
Southern Medical Association 
October 1, 1956-September 30, 1957* 
EsTIMATED RECEIPTS: 
Journal Advertising 


Exhibits (Washington) 


Subscriptions to Journal (non- members) 6,000.00 
Reprints (10% 1,000. 
Estimated Cash on Hand (October 1, 1956).... 80,000.00 
Total Cash Available for Budget Year............ $357,000.00 


APPROPRIATIONS: ene Professional General 
Relations Admin. 


Dept. Total 

Journal Printing $85,000.00 $ 85,000.00 
Cuts & Electros 4,000.00 4,000.00 
Journal Wrappers 2,000.00 2,000.00 
Journal Mailing 

(2nd Cl.) 3,000.0! 3,000.00 
Travel Expense 700-00 $ 3,600.00 $ 6,000.00 10,100.00 
Salaries 

(Exhibit A) 13,500.00 16,400.00 49,280.00 79,180.00 
Annual Meeting 40,000.00 40,000.00 
Office Expense 

(Exhibit B) 450.00 2,171.00 21,130.00 23,751.00 
Replacement & 

New Equipment 3,000.00 $,000.00 
Dues & Contributions 

(Exhibit C) 500.00 13,500.00 14,000.00 
Insurance & Taxes 

(Exhibit D) 3,050.00 3,050.00 
Professional Services 1,000.00 1,000.00 
Executive Committee 

Expense 1,800.00 1,800.00 
Section Officers’ 

Expense 1,000.00 1,000.00 
Quarterly Bulletin 8,000.00 8,000.00 


Home Bldg. Fund- 
Land Purchase 

Appropriations carried 
over from 


50,000.00 50,000.00 


year’s Budge 
Medical po Rep. 750.00 750.00 
SMA History 5,000.00 5,000.00 
World Medical 
Assn. 1,000.00 1,000.00 
rating ntin- 
(1%) 3,570.00 3,570.00 
Total Appro- 
priations $108,450.00 $28,671.00 $202,080.00 $339,201.00 
Contingency Fund (Unappropriated) ............-. 17,799.00 
GRAND TOTAL $357,000.00 


a Council vote, Washington, D. C., November If, 


AUDITOR’S REPORT 


Southern Medical Association 
Birmingham, Alabama 

We have examined the balance sheet of Southern Medial 
Association as of September 30, 1956, and the related state 


* 
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ments of income and retained earnings for the year then 
ended. In connection therewith, we have reviewed the ac- 
counting procedures and, without making a detailed audit of 
all transactions, have examined or tested accounting records 
of the Association and other supporting evidence by methods 
and to the extent we considered appropriate. We made a 
similar examination for the fiscal year ended September 30, 
1955. 

Association dues, journal subscriptions and income from 
technical exhibits were recorded on the cash receipts basis. 
Journal advertising sales and sales of reprints were recorded 
on the accrual basis. Journal publishing costs were taken into 
account on the accrual basis. All other expenses, except de- 
preciation, represent cash disbursements. 

In our opinion, the accompanying balance sheet and related 
statements of income and retained earnings, together with sup- 
porting exhibits, and subject to the explanatioris relating 
thereto, present fairly the financial position of Southern Medi- 
cal Association at September 30, 1956, and the results of its 
operations for the year then ended, in conformity with gen- 
erally accepted accounting principles, applied on a basis con- 
sistent with that of the preceding year. 


Brown, REGAN & KING 
Certified Public Accountants 
(Signed) Curis H. Kine, C.P.A. 
Birmingham, Alabama 
October 30, 1956 


BALANCE SHEET—COMPARATIVE 
September 30th 


ASSETS 
1956 1955 
Cash in bank: 
The First National Bank of 
Birmingham— 
$ 69,126.83 $ 82,162.73 
Special exhibit account ........ $1,977.50 26,148.75 
Office petty cash fund ............. 00.00 100.00 


U. S. Government bonds—At cost... .$ 15,120.00 $ 15,120.00 
Accounts receivable: 


Publication and advertising ....... 13,459.89 4,412.99 
41.50 100.17 
Furniture and fixtures—Cost ....... 29,496.26 27,287.98 
Less: Depreciation to date ........ (16,336.74) (14,077.25) 
Travel deposit—Eastern Air Lines .. 425.00 425.00 


$143,410.24 $141,680.37 


LIABILITIES 
Advance deposits on exhibits— 


101,826.52 104,330.99 


$143,410.24 $141,680.37 


REVENUE, EXPENSE AND RETAINED EARNINGS 
Years ended September 30th 


1956 1955 
Revenue: 
Journal advertising ............... $145,294.91 $142,680.74 
Membership dues (Includes journal 


Journal subscriptions (Non-members) 5,506.59 4,757.29 
Reprints (Excess of billing over cost) 937.10 1,066.77 
Exhibits—Annual convention 


281.57 
Expenses: 


Journal and Editorial: 


$ 89,048.21 $ 79,308.62 
4,270.81 3,302.15 


1,212.85 1,789.28 
Journal mailing (2nd class) ..... 2,573.00 1,948. 

12,782.50 11,246.42 
Stationery and printing ......... $2.15 52.30 
Postage and office expense ...... 254.42 288.48 
Express 31.55 


Editorial Expense ........ $112,731.52 $ 98,341.52 
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Professional Relations: 


Stationery and printing ........... 191.03 144.90 
ke 890.00 421.34 
Office supplies and expense ....... 200.38 257.62 
Telephone and telegraph .......... 289.52 301.54 
91.81 47.62 


Luncheons and entertainment ..... 67.10 1,257.22 


Total Professional 


Relations Expense ........ $ 21,091.15 $ 21,766.73 

General and Administrative: 
ens wees 45,546.58 44,869.58 
$2,343.91 43,476.00 
Stationery and printing ........... 3,115.09 5,297.05 


Telephone and telegraph 


World Medical Association ........ 500.00 500.00 
Woman’s Auxiliary ............... 3,669.00 2,866.41 
Trade Associations’ dues ......... 30.00 00 
Medical Education Foundation .... 1,000.00 1,000.00 
Employees’ hospital insurance ..... $31.70 313.50 
Employees bonus 1,201.25 1,065.00 
Employees’ refreshments ........... $21.75 290.77 
Luncheons and entertainment ..... 191.23 145.10 
Federal tamed ............- 1,889.66 1,894.70 
194.40 194.40 
Professional services .............. 770.00 3,305.72 
Executive committee expenses ...... 1,655.15 66.85 


Section officers’ expenses .......... 823.92 1,031.22 


Quarterly bulletins ............... 6,137.69 
Office improvements .............. 788.92 
10.00 
Golden anniversary celebration 

Discounts allowed on advertising .. 2,497.06 2,629.97 


Total General and 
Administrative Expense ...$124,905.97 $132,262.61 


Total Expenses ............. $258,728.64 $252,370.86 
Excess of Revenue over 

eee $ 3,195.53 $ 29,702.79 

Retirement Fund Contribution ..... $ 6,000.00 $145,187.50 


WOMAN’S AUXILIARY TO THE SOUTHERN MEDICAL 
ASSOCIATION 


BUDGET 
(Proposed for 1956-1957) 


Appropriation from Southern Medical 
(To carry on work of Woman’s 
Auxiliary for the year) 
Convention expenses (November 1957) $ men 


$3,000.00 


President (for Auxiliary operations) 200.00 
50.00 
10.00 
25.00 
Doctors’ Day Promotion ............. 40.00 
Research and Romance of Medicine. . 10.00 
15.00 
President’s Travel (to state conventions 

and to official meetings) ............ 1,725.00 
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MEMBERSHIP BY STATES 
1947-1956 Inclusive 


1947 1948 1949 1950 1951 1952 1953 1954 1955 1956 


Alabama 492 521 524 550 555 602 736 729 723 706 
Arkansas 230 230 217 212 219 216 234 228 233 231 
Dist. of 

Columbia 198 223 224 200 188 181 210 190 195 250 
Florida 567 757 822 807 741 798 1009 1094 1094 1076 
Georgia 495 546 596 557 517 601 814 901 789 763 
Kentucky 512 510 520 554 491 466 524 513 480 458 
Louisiana 332 441 435 419 425 449 504 493 506 522 
Maryland 511 572 552 486 420 406 472 467 483 509 
Mississippi 272 272 270 298 271 250 312 309 307 316 
Missouri 649 620 601 597 582 554 580 593 625 607 
B..G 562 496 519 500 453 460 643 644 623 662 
Oklahoma 320 319 307 290 279 287 281 308 290 291 
S. C. 244 


Tennessee 495 509 503 503 473 518 565 552 571 579 
Texas 739 745 750 742 1075 1144 1141 1045 1204 1286 
Virginia 459 474 481 472 442 425 563 554 544 554 
W. Va. 254 269 262 260 230 273 332 318 297 281 
Other 


States and 

Foreign 126 129 120 126 123 212 105 107 110 92 
Military 

Service 7 7 
Totals 7447 7893 7954 7831 7733 8094 9348 9377 9483 9629 


ACTIVE COMMITTEES 


Distinguished Service Award Committee—(five members ap- 
pointed to unpublicized committee). 


Employees’ Pension Trust Committee—Mr. C. P. Loranz, 
Chairman, Birmingham, Alabama; Dr. Lee F. Turlington, 
Birmingham, Alabama; Dr. J. Garber Galbraith, Birming- 
ham, Alabama. 


Geriatrics Committee—(to be appointed) 


History Committee—Mr. C. P. Loranz, Chairman, Birmingham, 
Alabama; Dr. R. H. Kampmeier, Nashville, Tennessee; Dr. 
Buford Word, Birmingham, Alabama; Mr. V. O. Foster, 
om, Alabama; Mr. Robert F. Butts, Birmingham, 

abama, 


Home Building Committee—Dr. Lee F. Turlington, Chairman, 
Birmingham, Alabama; Dr. Harry Lee Claud, Washington, 
D. C.; Dr. Jack C. Norris, Atlanta, Georgia; Dr. J. Kelly 
Stone, New Orleans, Louisiana; Dr. Henry H. Turner, 
Oklahoma City, Oklahoma. 


Insurance Committee—Dr. A. Clayton McCarty, Chairman, 
Louisville, Kentucky; Dr. Fount Richardson, Fayetteville, 
Arkansas; Dr, Robert D. Moreton, Fort Worth, Texas. 


Life Membership Committee—Dr. A. Clayton McCarty, Chair- 
man, Louisville, Kentucky; Dr. J. W. Jervey, Jr., Greenville, 
South Carolina; Dr. Joseph S. Stewart, Miami, Florida. 


Medical Student Representatives Committee—Dr. Donald S. 
Daniel, Chairman, Richmond, Virginia; Dr. George D. Wil- 
son, Asheville, North Carolina; Dr. R. H. Kampmeier, 
Nashville, Tennessee. 


Miami Beach Committee on Arrangements—Dr. Donald F. 
Marion, Chairman, Miami, Florida. 


(to be appointed) 


Puerto Rican Post-Convention Tour Committee—Dr. R. H. 
Kampmeier, Chairman, Nashville, Tennessee. 


WOMEN PHYSICIANS 


Program Impr tc itt 


The Women Physicians of the Southern Medical Association 
held a breakfast and their forty-second annual business session 
on Monday, November 12, at 9:00 a.m. at the Sheraton-Park 
in the Mural Room. 


The Women’s Medical Society of the District of Columbia 
invited the Women Physicians to be their guests at a cocktail- 
buffet held at the D. C. Medical Society Building, 1718 M 
Street, N.W., Wednesday afternoon, November 14, from 5:30 
to 7:30 p.m. 

The Washington Committee for Women Physicians was Dr. 
Helen Gladys Kain, Chairman; Dr. Margaret M. Nicholson, 
Dr. Shirley Sue Martin, Dr. Elizabeth K. Parker, and Dr. 
Esther A. Nathanson. 
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CONVENTION HIGHLIGHTS 


Alumni Reunions—Washington 


The following medical schools had luncheons or dinners jn 
connection with the Washington meeting: 


Medical College of Alabama Alumni Association, Birmingham, 
Alabama 


University of Arkansas School of Medicine, Little Rock, 
Arkansas 


Duke University School of Medicine, Durham, North Carolina 

Emory University School of Medicine, Emory University, 
Georgia 

Georgetown University School of Medicine, Washington, D. ¢, 

George Washington University School of Medicine, Washing. 
ton, D. C. 

Medical College of Georgia, Augusta, Georgia 


Johns Hopkins University School of Medicine, Baltimore, 
Maryland 


University of Louisville School of Medicine, Louisville, 
Kentucky 


University of Maryland School of Medicine, Baltimore, 
Maryland 

University of Pennsylvania Medical School, Philadelphia, 
Pennsylvania 

Medical College of South Carolina, Charleston, South Carolina 


University of Tennessee College of Medicine, Memphis, 
Tennessee 


University of Texas Medical Branch, Galveston, Texas 

Tulane University School of Medicine, New Orleans, Louisiana 

University of Virginia Department of Medicine, Charlottes. 
ville, Virginia 

Alumni Association Medical College of Virginia, Richmond. 
Virginia 

Washington University School of Medicine, St. Louis, Missouri 


MEDICAL STUDENT REPRESENTATIVES 


Pursuant to action of the Council at the Houston meeting 
in 1955, medical students from the following 10 schools were 
guests of the Association: 

Bowman Gray School of Medicine of Wake Forest, Winston- 

Salem, North Carolina—Leonidas Polk Williams, Jr. 
Duke University School of Medicine, Durham, North Carolina 

—Angelo P. Spoto, Jr. 

Georgetown University School of Medicine, Washington, D. C. 

—Robert P. Locey. 

George Washington University School of Medicine, Washing- 
ton, D. C.—Robert J. Levine. 

Johns Hopkins University School of Medicine, Baltimore, Mary- 
land—Simeon Margolis. 

University of Maryland School of Medicine, Baltimore, Marv- 
land—Stuart Joel Abrahams. 

University of North Carolina School of Medicine, Chapel Hill, 

North Carolina—Raphael Williams Vinson. 

University of Virginia School of Medicine, Charlottesville, 

Virginia—James Parker Cross, Jr. 

Medical College of Virginia, Richmond, Virginia—Reuben 

Barnes Young, Jr 
University of Louisville School of Medicine, Louisville, Ken- 

tucky—Robert G. Overstreet. 


ATTENDANCE (WASHINGTON MEETING) 


Nurses, Technicians, Exhibitors, 


SCHEDULE OF FUTURE MEETINGS 


November 11-14 
November 3-6 
November 9-12 
November 14-17 
November 13-16 


1957, Miami Beach, Florida 
1958, New Orleans, Louisiana 
1959, Atlanta, Georgia 

1960, Baltimore, Maryland 
1961, Dallas, Texas 
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Officers of the Southern Medical 


Association 1956-1957 


President 


Dr. J. P. Culpepper, Jr., 709 Arledge Street, Hatties- 
burg, Mississippi 


President-Elect 


Dr. W. Kelly West, 520 Osler Building, Oklahoma 
City 3, Oklahoma 


First Vice-President 


Dr. Milford O. Rouse, 1414 Medical Arts Building, 
Dailas 1, Texas 


Second Vice-President 


Dr. Oscar B. Hunter, Jr., 915 19th Street, N.W., 
Washington 6, D. C. 


Executive Secretary-Treasurer and Managing Editor 


Mr. V. O. Foster, Empire Building, Birmingham 3, 
Alabama 


Advisor and Professional Relations Counselor 


Mr. C. P. Loranz, Empire Building, Birmingham 3, 
Alabama 


Business Manager 


Mr. Robert F. Butts, Empire Building, Birmingham 
8, Alabama 


Editor of Journal 


Dr. R. H. Kampmeier, Vanderbilt University School 
of Medicine, Nashville 5, Tennessee 


Councilors 


Dr. A. Clayton McCarty, Chairman, 1414 Heyburn 
Building, Louisville 2, Kentucky 

Dr. Fount Richardson, Vice-Chairman, 316 West 
Dickson Street, Fayetteville, Arkansas 

Dr. Lee F. Turlington, 1922 Tenth Avenue, South, 
Birmingham 5, Alabama 

Dr. Harry Lee Claud, Suite 1010, 1835 Eye Street, 
N.W., Washington 6, D. C. 

Dr. Joseph S. Stewart, 3384 Mary Street, Miami 33, 
Florida 

Dr. Jack C. Norris, 138 Doctors Building, 490 Peach- 
tree Street, N.E., Atlanta, Georgia 

Dr. J. Kelly Stone, 1145-47 National Bank of Com- 
merce Building, New Orleans 12, Louisiana 

Dr. Harry M. Robinson, Jr., 1024 North Calvert 
Street, Baltimore 2, Maryland 

Dr. J. F. Lucas, 501 West Washington Avenue, Green- 
wood, Mississippi 

Dr. O. P. J. Falk, 18 South Kingshighway Boulevard, 
St. Louis 8, Missouri 


Dr. George D. Wilson, 308 City Hall Building, Ashe- 
ville, North Carolina 

Dr. Henry H. Turner, 1200 North Walker Street, 
Oklahoma City 3, Oklahoma 

Dr. J. W. Jervey, Jr., 101 Church Street, Greenville, 
South Carolina 

Dr. Charles R. Thomas, Medical Arts Building, Chat- 
tanooga 3, Tennessee 

Dr. Robert D. Moreton, 1215 W. Cannon Street, Fort 
Worth 4, Texas 

Dr. Donald S. Daniel, Johnston-Willis Hospital, Rich- 
mond 21, Virginia 

Dr. V. Eugene Holcombe, Suite 214, Medical Arts 
Building, Charleston, West Virginia 


Board of Trustees 


(All are Past Presidents) 


Dr. Curtice Rosser, Chairman, (1957), 710 Medical 


Arts Building, Dallas 1, Texas 


Dr. Walter E. Vest, (1958), 1115 Ninth Avenue, 
Huntington 1, West Virginia 


Dr. Walter C. Jones, (1959), 550 Brickell Avenue, 


Miami 32, Florida 

Dr. Alphonse McMahon, (1960), 816 Missouri Theatre 
Building, St. Louis 3, Missouri 

Dr. R. L. Sanders, (1961), 899 Madison Avenue, Mem- 
phis 3, Tennessee 


Dr. W. Raymond McKenzie, (1962), Medical Arts 
Building, Baltimore 1, Maryland 


Editorial Board 

Dr. William F. Rienhoff, Jr., 1201 North Calvert 
Street, Baltimore, Maryland 

Dr. Francis E. LeJeune, Ochsner Clinic, New Orleans 
15, Louisiana 

Dr. Lenox D. Baker, Duke University School of Medi- 
cine, Durham, North Carolina 

Dr. Curtice Rosser, 710 Medical Arts Building, Dallas 
1, Texas 

Dr. Willis E. Brown, University of Arkansas School 
of Medicine, Little Rock, Arkansas 

Dr. Preston A. McLendon, 2146 Wyoming Avenue, 
Washington 8, D. C. 

Dr. Charles Rieser, 819 Cypress Street, N.E., Atlanta 
8, Georgia 

Dr. John H. Lamb, Medical Arts Building, Okla- 
homa City 2, Oklahoma 

Dr. J. F. A. McManus, University of Alabama Med- 
ical Center, Birmingham 5, Alabama 

Dr. Stanley A. Hill, 607 Fillmore Street, €orinth, 
Mississippi 
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Section Officers 


Section on Allergy 


Dr. Cecil Mayor Kohn, Chairman, 630 Professional 
Building, Kansas City, Missouri 

Dr. Thomas G. Johnston, Vice-Chairman, Cazort- 
Johnston Allergy Clinic, 1425 West Seventh Street, 
Little Rock, Arkansas 

*Dr. George J. Stuart, Secretary, 1150 Connecticut 
Avenue, N. W., Washington 6, D. C. 


Section on Anesthesiology 
Dr. G. Bittenbender, Chairman, Ward 6, Veterans 
Administration Hospital, Houston, Texas 
Dr. William E. Bageant, Vice-Chairman, 3754 Jocelyn 
Street, N. W., Washington 15, D. C. 
*Dr. John T. Stage, Secretary, Riverside Hospital, 
Jacksonville, Florida 


Section on Dermatology and Syphilology 


Dr. Herbert S. Alden, Chairman, Suite 600, Strickler 
Building, 1293 Peachtree Street, N.E., Atlanta, 
Georgia 

*Dr. James Grant Thompson, Vice-Chairman, 710 E. 
Fortification Street, Jackson 2, Mississippi 

Dr. Edward P. Cawley, Secretary, University of Vir- 

ginia Hospital, Charlottesville, Virginia 


Section on Gastroenterology 
*Dr. Tate Miller, Chairman, 1631 Medical Arts Build- 
ing, Dallas 1, Texas 
*Dr. Chester Cassel, Vice-Chairman, 1210 Huntington 
Building, Miami 32, Florida 
Dr. James O. Burke, Secretary, 1200 East Broad 
Street, Richmond 19, Virginia 


Section on General Practice 


Dr. J. O. S. Holt, Jr., Chairman, 3707 Gaston Ave- 
nue, Dallas 1, Texas 

Dr. E. Paul Knotts, Vice-Chairman, 406 Market Street, 
Denton, Maryland 


*Dr. H. B. Goodwin, Jr., Secretary, Box 657, Fort 
Pierce, Florida 


Section on Gynecology 


Dr. James M. Brockman, Chairman, 188 S. Bellevue, 
Memphis 4, Tennessee 

Dr. Robert H. Barter, Vice-Chairman, 901 23rd Street, 
N.W., Washington, D. C. 

*Dr. Robert N. Creadick, Secretary, Department of 
Gynecology, Duke University Hospital, Durham, 
North Carolina 


Section on Industrial Medicine and Surgery 


Dr. Robert A. Wise, Chairman, P. O. Box 2180, 
Houston 1, Texas 

Dr. R. Leon Bourland, Vice-Chairman, 188 S. Belle- 
vue, Memphis 4, Tennessee 

*Dr. Mac Roy Gasque, Secretary, Ecusta Paper Cor- 
poration, Pisgah Forest, North Carolina 


Section on Medicine 
Dr. Howard L. Holley, Chairman, 620 South 20th 
Street, Birmingham 3, Alabama 


Dr. Robert M. Bird, Chairman-Elect, 800 N.E. 13th 
Street, Oklahoma City 4, Oklahoma 


*Dr. Ellard M. Yow, Secretary, Baylor University Col. 
lege of Medicine, Texas Medical Center, Houston, 
Texas 


Section on Neurology and Psychiatry 


Dr. Charles Watkins, Chairman, Louisiana State Uni. 
versity School of Medicine, New Orleans 19, 
Louisiana 


Dr. Martin L. Towler, Chairman-Elect, 112 North 
Boulevard, Galveston, Texas 


*Dr. Robert H. Groh, Secretary, 1726 M Street, N.W,, 
Washington 6, D. C. 


Section on Obstetrics 


Dr. Robert A. Ross, Chairman, Department of Ob. 
stetrics and Gynecology, North Carolina Memorial 
Hospital, Chapel Hill, North Carolina 


Dr. Robert F. Monroe, Vice-Chairman, 332 West 
Broadway, Louisville 2, Kentucky 


*Dr. Simon V. Ward, Secretary, 4414 Magnolia Street, 
New Orleans 15, Louisiana 


Section on Ophthalmology and Otolaryngology 
Dr. Sherman B. Forbes, Chairman, 706 Franklin 
Street, Tampa 2, Florida 
*Dr. V. Eugene Holcombe, Chairman-Elect, Suite 214, 
Medical Arts Building, Charleston 1, West Virginia 
*Dr. G. E. McKenzie, Vice-Chairman, 602 duPont 
Building, Miami 32, Florida 


Dr. G. §S. Fitz-Hugh, Secretary, 104 East Market 
Street, Charlottesville, Virginia 


Section on Orthopedic and Traumatic Surgery 
Dr. Milton C. Cobey, Chairman, 1726 Eye Street, 
N.W., Suite 814, Washington, D. C. 
Dr. J. Leonard Goldner, Vice-Chairman, Duke Hos- 
pital, Durham, North Carolina 


*Dr. Daniel C. Riordan, Secretary, 1538 Louisiana 
Avenue, New Orleans, Louisiana 


Section on Pathology 
Dr. Gretchen V. Squires, Chairman, 1000 West 
Moreno Street, Pensacola, Florida 
*Dr. W. A. D. Anderson, Vice-Chairman, Jackson Me- 
morial Hospital, Miami 36, Florida 


Dr. Oscar B. Hunter, Jr., Secretary, 915 19th Street, 
N.W., Washington 6, D. C. 


Section on Pediatrics 


Dr. Nelson K. Ordway, Chairman, Department of 
Pediatrics, University of North Carolina School of 
Medicine, Chapel Hill, North Carolina 

*Dr. Wesley S. Nock, Vice-Chairman, 273 Alhambra 
Circle, Coral Gables, Florida 

Dr. Blair E. Batson, Secretary, Department of Pediat- 
rics, University Medical Center, Jackson, Mississippi 
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Section on Physical Medicine and Rehabilitation 


Dr. A. B. C. Knudson, Chairman, Physical Medicine 
& Rehabilitation Service, Department of Medicine 
and Surgery, Veterans Administration Central Of- 
fice, Room 958, Washington 25, D. C. 

Dr. Oscar O. Selke, Jr., Vice-Chairman, 1203 Ross 
Sterling Avenue, Hermann Hospital Building, 
Houston 25, Texas 

*Dr. Herman W. Park, Secretary, Department of 
Physical Medicine & Rehabilitation, Medical Col- 
lege of Virginia, Richmond 19, Virginia 


Section on Proctology 


Dr. J. Wade Harris, Chairman, 907 Hermann Pro- 
fessional Building, Houston 25, Texas 

*Dr. Ralph F. Allen, Vice-Chairman, 401 Coral Way, 
Coral Gables, Florida 

*Dr. Francis J. Burns, Secretary, 4660 Maryland Ave- 
nue, St. Louis 8, Missouri 


Section on Public Health 


Dr. Walter P. Gardiner, Chairman, 507 Carondelet 
Street, New Orleans 12, Louisiana 

*Dr. Gerald E. McDaniel, Vice-Chairman, State Board 
of Health, Columbia, South Carolina 

Dr. William W. Schottstaedt, Secretary, University of 
Oklahoma School of Medicine, 800 N.E. 13th Street, 
Oklahoma City 4, Oklahoma 
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Section on Radiology 


Dr. Jesshill Love, Chairman, St. Joseph Infirmary, 
Louisville, 8, Kentucky 


*Dr. John Day Peake, Vice-Chairman, Mobile In- 


firmary, P. O. Box 4097, Mobile, Alabama 
Dr. Ted F. Leigh, Secretary, Emory University Clinic, 
Emory University, Georgia 
Section on Surgery 


Dr. Robert W. Bartlett, Chairman, 500 The Doctors 
Building, St. Louis 8, Missouri 


*Dr. Murray M. Copeland, Vice-Chairman, George- 


town University Medical Center, Washington 7, 


*Dr. Arthur I. Chenoweth, Secretary, 2618 Tenth 


Avenue, South, Birmingham 5, Alabama 


Section on Urology 


*Dr. Charles Rieser, Chairman, 819 Cypress Street, 


N.E., Atlanta 8, Georgia 


*Dr. William P. Herbst, Vice-Chairman, 1801 Eye 


Street, N.W., #314, Washington 6, D. C. 


Dr. H. King Wade, Jr., Secretary, Wade Clinic, 231 
Central Avenue, Hot Springs, Arkansas 


*New Officers—Elected Washington Meeting, 1956. 
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SPECIAL SUBSCRIPTION RATE 


For Interns and Residents 


The Journal of the Southern Medical 
Association is now available to interns 
and residents throughout the South at a 
special price of $3.00 per year. 

All physicians in intern or residency 
training in Southern hospitals are eligible, 
provided such training is approved by the 
Council on Medical Education and Hos- 
pitals of the AMA. 

Renewals falling within the formal train- 
ing period may be made at the same rate. 

The Southern Medical Journal is a 
general publication, presenting twenty to 
twenty-five papers monthly covering a 
broad range of medical and surgical sub- 
jects. The physician in training will find 
the Journal an up-to-date source of “‘what’s 


new” in medicine, irrespective of the na. 
ture of his future practice. 

The Journal is the publication medium 
of the papers presented before the twenty 
Sections of the Association’s scientific as. 
sembly as well as selected contributed 
papers. In addition, it features editorials, 
timely review articles, book reviews, and 
medical news. 

With a circulation of 10,700 copies, the 
Southern Medical Journal is the nation’s 
second largest general medical publica. 
tion. This special rate (less than one-half 
the actual cost for printing) is a contribu. 
tion of the Southern Medical Association 
to the continuing education of the young 
physicians of the South. 


ORDER FORM 


SPECIAL $3.00 RATE 


Southern Medical Journal 
1020 Empire Building 
Birmingham 3, Alabama 


FOR INTERNS AND RESIDENTS ONLY 


Please enter my subscription to the Journal for one year, beginning with the next issue. (Attach check or money order.) 


|} am (a) (an) 


(intern or resident) 


at the 


(type of service) 


City 


My formal training period will end 


(month) 


| will advise you of my new address after completion of this training. 


Members may purchase compli- 
mentary subscription at above 
rate for an intern or resident 
friend. 


(mailing address) 
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president and Dr. Hawley H. Seiler secretary-treasurer. 


Dr. Earl C. Gulckman has recently been appointed 
manager of the VA hospital at Coral Gables. 


GEORGIA 


Dr. Dorothy S. Jaeger-Lee was recently appointed 
consultant physician to the Maternal and Child Health 
Department, Georgia Department of Public Health. 

Dr. L. Harvey Hamff was made a fellow of the 
American College of Physicians at a recent meeting 
which was held in Philadelphia. 

Dr. Henry Finch was recently certified by the Amer- 
ican Board of Surgery. 

Dr. Joseph S. Adams, Atlanta, has been elected 
president of The Georgia Society for Crippled Chil- 
dren, and Dr. C. Dixon Fowler was elected to the 
board of directors. 

The Muscogee County Medical Society recently met 
and elected their new officers for 1957. Dr. Clarence 
C. Butler assumed the office of president, and Dr. 
Henry H. Boyter was named president-elect. Dr. 
George L. Epps is a new member of the Board of 
Censors, which also includes Dr. Franklin D. Edwards 
and Dr. Luther H. Wolff. Dr. Robert H. Vaughan was 
elected secretary-treasurer. 


Dr. D. P. Groth has recently been appointed new 
assistant professor of biochemistry and pharmacology 
at Emory University. 

Dr. Henry W. Schoenborn, University of Georgia 
zoologist, has recently been elected to a professorship 
at the University of Maryland. 


Dr. Franklin D. Edwards has been elected chief of 
staff at the Saint Francis Hospital in Columbus. 
Other officers include Dr. W. E. Mayer vice-chief of 
staff and Dr. Brent Fox as secretary. 


Dr. John Willis Hurst, assistant professor of medi- 
cine in the Emory University School of Medicine, was 
recently elected chairman of the school’s department 
of medicine. 


Medical College of Georgia, Medical College of 
Georgia Foundation, Inc., and Georgia Heart Associa- 
tion announce a clinical workshop in the treatment of 
circulatory disorders, March 28, 29, and 30, 1957. This 
intensive postgraduate session will attempt to increase 
the practitioner’s skill in a restricted field by emphasis 
upon the capacity of drugs and other therapeutic 
agents to modify diseases of the circulation. Formal 
lectures cannot be entirely avoided but whenever pos- 
sible registrants will work closely with patients selected 
to illustrate the therapeutic problems under consid- 
eration. Informal discussions with members of the 
Departments of Medicine and Pharmacology will il- 
lustrate the impact of pharmacology and surgery .on 
abnormal physiologic states. Attention will be paid 
to the management of peripheral circulatory disorders 
as well as to those involving the heart and kidneys 
primarily. The therapeutics of congestive heart failure, 
the common arrhythmias, shock, the hypertensive 
States and the degenerative arterial lesions will be 
covered in a systematic manner. The workshop will 
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begin at noon on Thursday and continue until noon 
on Saturday; it will also include a session on Thurs- 
day evening devoted to electrolyte disturbances. 


Faculty: Outstanding authorities in vascular diseases 
participating in the course include both visiting and 
Medical College of Georgia men. Dr. C. Thorpe Ray, 
Associate Professor of Medicine, Tulane University 
School of Medicine will be featured. Others include 
Drs. Thomas Findley, Harry T. Harper, A. C. Witham, 
Herbert Schafer, Department of Medicine and Dr. R. 
P. Ahlquist, Department of Pharmacology, Medical 
College of Georgia. 

Approved: By the American Academy of General 
Practice for 20 credit hours, Category I. 

Fees: $25.00 will be charged for the session. The 
full fee is payable at the time of filing application 
for the course. 

Registration: Is limited to twenty physicians. Ap- 
plication, accompanied by a check made payable to 
the Medical College of Georgia, should be made as 
soon as possible to: Dr. Virgil P. Sydenstricker, Dean, 
Postgraduate Education, Medical College of Georgia, 
Augusta, Georgia. 

Accommodations: A block of rooms has been re- 
served at the University Motel immediately adjacent 
to the Medical College of Georgia. Reservation cards 
will be sent direct to registrants with their matricula- 
tion cards confirming acceptance to the course. Meals 
will be available on the Medical College campus. 


KENTUCKY 


Dr. Albert T. Hume, formerly of Temple, Texas, 
was recently appointed manager of Outwood Hospital 
in Kentucky. He succeeds Dr. O. N. Shelton, who 
has been transferred to V. A. Hospital, Kerrville, 
Texas. 

Dr. Charles K. Mahaffey has recently assumed the 
duties of radiologist at Ephraim McDowell Memorial 
Hospital, Danville. 

Dr. George C. Leachman, Louisville, has retired at 
the age of 80 after six decades of practice, the last 46 
as a surgeon. 

Dr. Leslie H. Wright, former chief medical officer 
and manager of several Veterans Administration hos- 
pitals, has recently been appointed to succeed Dr. 
Richard S. Ahrens, as superintendent of Kentucky 
State Hospital at Danville. Dr. Ahrens retired De- 


cember 31. 
LOUISIANA 


Dr. George H. Hauser will accept the gavel of senior 
officer of the Orleans Parish Medical Society from 
Dr. A. N. Houston, retiring president, at the Eightieth 
Annual Banquet and Installation Meeting of the 
Society. 

Dr. Isidore Cohn, Jr., associate professor of surgery, 
and Dr. Claude C. Craighead, clinical assistant pro- 
fessor of surgery, have been elected to fellowship in 
the Southern Surgical Association. 


Dr. Santo Taormino was elected president of the 
First District of the Louisiana Academy of General 
Practice. 

Dr. James H. Quinn has recently been elected presi- 
dent of Charity Hospital Dental Staff. 
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Dr. Leo J. Schoeny has been appointed a member 
of the Southern regional education board’s commis- 
sion on dental education in the South. 

Dr. W. L. Treuting has been elected to the Board 
of Regents of the American College of Preventive 
Medicine, representing Region 5, at the meeting of 
the College. Also, he has been appointed to the expert 
advisory committee to the Surgeon General of the 
United States Public Health Service. 


Dr. Lee D. McLean, associate clinical professor of 
medicine, has recently been elected president of the 
New Orleans chapter of the American Leprosy Mis- 
sions. 

Dr. James W. Burks, Jr., associate clinical professor 
of medicine, has been elected to a three year term on 
the Board of Directors of the American Academy of 
Dermatology and Syphilology. 


MARYLAND 


At a recent meeting of the radiological section of 
the Baltimore City Medical Society Dr. John M. Den- 
nis, Baltimore, was elected chairman, and Dr. Nathan 
B. Hyman, Baltimore, secretary-treasurer. The Mary- 
land Radiological Society has elected Dr. William N. 
Thomas, Jr., Annapolis, president; Dr. John M. 
Dennis, Baltimore, vice-president; and Dr. Nathan B. 
Hyman, Baltimore, secretary-treasurer. 

Dr. Robert W. Kraus, associate professor of botany 
at the University of Maryland, has recently been 
awarded the Darbaker prize of the Botanical Society 
of America. 


Dr. Ladislaus L. Marton, University of Maryland 
Physics Department, has recently been elected to the 
Royal Academy of Belgium for his contributions to 
science. 

Dr. Victor H. Haas has recently announced that 
Dr. Jules Freund, New York immunologist, has been 
appointed head of a newly established research pro- 
gram in allergy and immunology at the National In- 
stitutes of Health, Bethesda. 


MISSISSIPPI 


Oak Ridge Institute for Nuclear Studies councilor 
Dr. M. P. Etheredge, dean of the Mississippi State 
College School of Arts and Sciences and state chemist, 
has recently been chosen president of the National 
Association of Official Agricultural Chemists. 

The fourth annual Cardiovascular Seminar, spon- 
sored by the Mississippi Heart Association, will be 
held at the University Medical Center in Jackson on 
April 1-5, 1957. 

Co-sponsored by the University of Mississippi School 
of Medicine and accredited by the American Academy 
of General Practice for 30 hours, Category I, the sem- 
inar will offer a seven-man visiting faculty. 


Lecturers are to be: Dr. H. Mitchell Perry, associate 
professor of internal medicine and director of the 
Hypertensive Clinic, Washington University; Dr. 
Andre Cournand, associate professor of medicine and 
director of the cardiopulmonary laboratory, Bellevue 
Hospital, Columbia University Division; Dr. Homer 
W. Smith, professor and chairman of physiology, New 
York University; Dr. Robert F. Ziegler, chairman of 
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the division of pediatric cardiology, Henry Ford Hos. 
pital and Dr. Denton Cooley, associate professor of 
surgery, Baylor University College of Medicine. 


MISSOURI 


Dr. James W. Colbert, dean at St. Louis University 
School of Medicine, has announced three new faculty 
appointments. They are: Dr. Maurice Green, from 
the University of Pennsylvania, assistant professor of 
microbiology; Dr. Barbara Landau, from the Uni- 
versity of Wisconsin, instructor in physiology; and Dr, 
Norman E. Melechen, from the Carnegie Foundation 
of Washington, Cold Springs Harbor, New York, in- 
structor in microbiology. 

The St. Louis County Medical Society has recently 
installed the following officers: Dr. Roy A. Walther, 
Jr., president; Dr. Emmett B. Drescher, president. 
elect; and Dr. Robert A. Mayer, secretary. Also in- 
stalled were Dr. Robert C. Kingsland, vice-president 
and three new members of the Council. 

Dr. William J. Stewart, Columbia, has been ap. 
pointed by The Board of Governors of the American 
College of Surgeons to a committee to study the eleva- 
tion of standards of smaller hospitals. 


The Dunklin County Memorial Hospital staff has 
recently re-elected the following officers. They are Dr, 
C. R. Peck, Kennett, as chief of staff; Dr. George Q. 
Dunmire, vice chief of staff, and Dr. Quinton Tarver, 
secretary. 

Dr. Edgar Virden, Kansas City, was recently elected 
president of the Radiological Society of North Amer- 
ica. 

Dr. Herbert H. Shuey was recently re-elected as 
president of the medical staff of Trinity Lutheran 
Hospital, Kansas City. Dr. C. Laurence Johnson was 
elected vice-president and Dr. Franklin C. Werner, 
secretary-treasurer. 

St. Mary’s Hospital, Jefferson City, has recently 
elected the following officers. They are Dr. Henry V. 
Guhleman, president; Dr. G. Donald Shull, vice-presi- 
dent; Dr. Landon H. Gurnee, secretary-treasurer. 


The Menorah Medical Center, Kansas City, recently 
awarded a pin to Dr. David Dann, for his twenty-five 
years of service to the Center. 

The medical staff of St. Luke’s Hospital, Kansas 
City, has recently elected the following officers. They 
are Dr. Earnest L. Glasscock, president; Dr. Irwin §&. 
Brown, president-elect; Dr. Cameron F. Marshall, vice- 
president; and Dr. M. Donald McFarland, secretary- 
treasurer. 

Dr. Ralph R. Coffey, Kansas City, has recently 
been elected president of The Murcury Club of 
Kansas City. 


NORTH CAROLINA 


Dr. Sigurdur Jonsson has recently joined the Uni 
versity of North Carolina staff as an associate of 
pharmaceutical chemistry. 

Dr. Kenneth E. Penrod was recently named to the 
editorial board of “The Journal of Medical Educa 
tion.” Dr. Penrod is on the Duke University Medical 
School faculty. 

Three new faculty members have recently been ap 
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HOTEL RESERVATION FORM 


SIlst ANNUAL MEETING 


Miami Beach, Florida 


November 11, 12, 13, 14, 1957 


All Activities in Municipal Auditorium 


(See other side for application form) 


A—Municipal Auditorium 
1—Algiers 
2—Promenade 
3—Surfside Plaza 
4—Traymore 

5—Roney Plaza 

6—Sea Gull 
7—Pickwick 
8—Cromwell 

9—Town House 
10—Shore Club 
11—Nautilus 
12—Shelborne 
13—Raleigh 
14—Richmond 

15—South Seas 
16—Seacomber-Surfcomber 
17—Ritz Plaza 
18—Delano 

19—National 
20—Sagamore 

21—di Lido 

22—San Juan 

23—Gale 

24—Claremont 
25—Catalina 

26—Maxine 

27—F airfax 

28—Shelby 

29—Peter Miller | 
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APPLICATION FOR HOTEL ACCOMMODATIONS 
Southern Medical Association Meeting, Miami Beach, November 11, 12, 13 and 14, 1957 


A Housing Bureau has been established for your convenience in making hotel reservations in Miami Beach 
for the forthcoming meeting of the Southern Medical Association. Comparable room rates are listed. Use the 
reservation blank below. Please specify your first, second and third choice hotel. All requests for reservations 
should give: (1) anticipated date and hour of arrival; (2) date and approximate hour of departure; and 
(3) names and addresses of all persons who will occupy the accommodations. ALL RESERVATIONS SHOULD 
BE CLEARED THROUGH THE HOUSING BUREAU. Since all requests for rooms will be handled in 
chronological order, you should mail your application as early as possible. All reservations will be confirmed, 
If you do not use your reservation, be sure to cancel at least 48 hours prior to arrival date. Otherwise, one 
day's room charge will be made. 


TWIN BEDDED ROOM 
Hotel One Occupant Two Occupants 


ALGIERS. . . $10.00 $12.00-14.00 
CATALINA ; 4.00 5.00 
CLAREMONT........... or 4.00 5.00 

8.00-10.00 10.00-14.00 

8.00-10.00 10.00-14.00 

5.00 7.00 

5.00 

NAUTILUS... } 12.00 
NATIONAL... ... 8.00— 9.00 20.00 
New YORKER ere 7.00 
PETER MILLER 5. 5.00 
PROMENADE.............. . 12.00-14.00 28.00 
RALEIGH 
RICHMOND 
SEACOMBER-SURFCOMBER 


24.00 


HOUSING BUREAU 

SOUTHERN MEDICAL ASSOCIATION 
P. O. Box 1511 

Miami Beach, Florida 


Please reserve the following accommodations for me for the Southern Medical Association Meeting: 


Kind of Accommodations Desired 
Hotel Preference Twin-bedded Room: 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Include the names of all persons for whom you 
are requesting reservations and who will occupy the room (s): 


Name of Occupant (s) 


If the hotels of your choice are unable to accept 
your reservation, the Housing Bureau will make 
ras good a reservation as possible eleswhere. 
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pointed in the Department of Surgery of the Uni- 
versity of North Carolina School of Medicine. They 
are Dr. Baxter H. Byerly, Dr. Gabriel F. Tucker, Jr., 
and Dr. Claude A. Tait. 

Dr. Walter H. Hartung, University of North Caro- 
lina, has recently been appointed professor of pharma- 
ceutical chemistry and chairman of the Chemistry De- 
partment. 

Dr. John Andrako, University of North Carolina, 
has been appointed associate professor of parmaceutical 
chemistry. 

Dr. Wilburt C. Davison after 30 years at the Duke 
University School of Medicine has retired. 

Dr. C. Ronald Stephen of the Duke University 
School of Medicine will be the new editor of the 
Anesthesiology Journal. 


SOUTH CAROLINA 


Dr. John A. Boone, Charleston, was recently elected 
to a three-year term on the National Board of Direc- 
tors of the American Heart Association. 


Dr. David D. Moise, Sumter, was recently elected 
chairman of the South Carolina Regional Blood Com- 
mittee. 

Dr. Alton Brown, Rock Hill, was recently elected 
president of the South Carolina chapter, American 
College of Surgeons. 

The Columbia Medical Society has recently elected 
the following officers: Dr. G. S. T. Peeples, president; 
Dr. Ethel Mae Madden, vice-president; Dr. Harold E. 
Jervey, secretary (re-elected); and Dr. C. F. Crews, 
treasurer. 

Dr. Ralph R. Coleman was recently elected presi- 
dent of the Medical Staff of St. Francis Xavier In- 


firmary. 
TENNESSEE 


Dr. John B. Youmans, Nashville, was recently elected 
president of the Association of American Medical 
Colleges. 

Dr. C. Barton Etter, Memphis, was recently re- 
elected chief of staff at Le Bonheur Hospital. Other 
officers include Dr. M. Blake Arnoult, vice-president; 
Dr. William P. Stepp, secretary; Dr. James N. Ettel- 
dorf, chief of medicine and Dr. S$. Gwinn Robbins, 
chief of surgery. 


Dr. Duane M. Carr, Memphis, was recently elected 


president of the Southern Thoracic Surgical Associa- 
tion. 


Dr. William T. Howard, Memphis, was recently 
elected president of the St. Joseph Hospital medical 
staff. Other physicians elected were Dr. Harold Fein- 
stein, vice-president and Dr. James H. Collins, secre- 


. J. Kelley was recently chosen as president of 
the Medical Staff at Obion County General Hospital 
at Union City. Other officers elected were Dr. Richard 
H. Samuels, vice-president and Dr. Malcolm H. Tipton, 
secretary. 

Dr. William P. Maury, Jr., Memphis, was recently 
elected chief of staff at Baptist Hospital. Other of- 
ficers include Dr. J. D. Evans, president; Dr. C. E. 
Gillespie, president-elect; Dr. J. C. Turley, vice-presi- 
dent and Dr. Russell Patterson, secretary. 
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Dr. Rufus S. Morgan, Pikeville, was recently elected 
Mayor of that City. 

Dr. Franklin H. Alley was recently elected president 
of the Memphis Thoracic Society for 1957. Other of- 
ficers include Dr. Edward F. Skinner, vice-president; 
and Dr. Michael M. Marolla, secretary-treasurer. 

Dr. Oliver W. Hill, Knoxville, was recently elected 
chief of staff of the Children’s Hospital. Other officers 
include Dr. Sanford Carlson, vice chief of staff; Dr. 
Walter H. Benedict, secretary; and Dr. George Mahon, 
chief of laboratory. 

Dr. W. Harold Andrews, Sparta, was recently in- 
stalled as president of the Middle Tennessee Medical 
Association. 

Dr. Robert E. Merrill, Tullahoma, was recently 
elected a fellow in the American Academy of Pedi- 
atrics. 

Dr. David V. Bradley, Nashville, has been made a 
fellow of the International College of Surgeons and 
a fellow of the American College of Surgeons. 


Dr. Walton W. Harrison, Jackson, was recently made 
a fellow of the American Academy of Pediatrics. 


TEXAS 


Dr. Michael E. DeBakey, Houston, was among the 
10 American physicians and researchers honored by 
Modern Medicine this month. 

The North Texas State College Physics Department 
has recently chosen the following new faculty mem- 
bers: Dr. Pat M. Windham and Dr. James T. Jones, 


(Continued on page 75) 


INSTRUCTIONS TO CONTRIBUTORS 


Exclusive Publication: Articles offered for publication must 
be contributed solely to the Southern Medical Journal. 


Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Footnotes and 
references should conform to the following style: 


1. Doe, J. E.: What You Should Know 
about It, New England J. Med. 
243:435, 1950. 


Illustrations: Black and white glossy prints, preferably 5 by 
7 inches, and drawings in India ink on white paper are 
required. The author's name, number and indication of 
top, if doubtful, should be attached. Necessary plates not 
exceeding six, or one and a half pages, will be furnished 
by the Journal. 


Reprints: Reprints are available at publisher’s cost. An 
order form will accompany author's galley proof and should 
be returned with the galley to the Editor. 


Book Reviews: Books and monographs submitted for review 
should be mailed to the Editor. Acknowledgment will ap- 
pear in the Journal. Selection rights reserved. 


Editorial Address: All manuscripts, corrected galley proof, 
reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, M.D., 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 


Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business should 
be addressed to the Southern Medical Association, Empire 
Building, Birmingham 3, Alabama. 
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BOOK REVIEWS 


(Continued from page 399) 


types, as evidenced by its omission of renal and gall- 
bladder colic, but it does discuss vasospasm, gout, 
uterine pain and several other categories of types 
of pain. The third and very brief section of the 
book is concerned with cortisone and the masking 
of symptoms. 


This book will be a welcome addition to the office 
library of the general practitioner, surgeon and in- 
ternist. It is well indexed and it can be employed 
with facility for quick reference. 


New Concepts in Surgery of the Vascular System 


By Emile Holman, M.D., Professor of Surgery, Stan- 
ford University School of Medicine, San Francisco. 
Springfield, Illinois: Charles C. Thomas, Publisher, 
1955. Price $3.50. 


This is one of the monographs in the American 
Lecture Series. The volume consists of two lectures 
given by Dr. Holman on vascular subjects. 


The first lecture deals with newer concepts of treat- 
ment of arterial injuries. He reviews the results of 
ligation of the larger vessels in World War II and 
compares these with the superior results of early re- 
pair and reconstruction which was practiced in the 
Korean conflict. Dr. Holman emphasizes why these 
results are possible and makes a plea for early repair 
of arterial injuries whenever possible. 


The second lecture presents his beautiful experi- 
mental data on post-stenotic dilatation. He then pre- 
sents clinical cases in which it is most apparent. Then 
Dr. Holman shows the significance of post-stenotic 
dilatation in the development of aneurysms. Lastly he 
discusses the concept of structural fatigue as applied 
to the vascular system. 


All of the material in these two lectures has ap- 
peared before in surgical journals. However, in this 
monograph it is compiled into a single volume. As 
is true about his earlier classic monograph on arterio- 
venous fistulae, I believe this one should be required 
reading for medical students and residents. I feel that 
it is a volume which all admirers of Dr. Holman 
will want for their library. 


Histamine—Its Role in Anaphylaxis and Allergy 


By M. Rocha E. Silva, M.D., Department of Bio- 
chemistry and Pharmacodynamics, Instituto Bio- 
logico, Sao Paulo, Brazil. American Lecture Series. 
Springfield, Illinois: Charles C. Thomas, Publisher. 
Price $7.50. 


This monograph of 201 pages, exclusive of the biblio- 
graphy and index, is written by a man whose work 
in this field is well known and whose contributions 
to the literature on histamine extend over a number 
of years. The author has reviewed the history of the 
development of the histamine theory. The physical 
and chemical properties of the drug, as well as the 
pharmacologic actions are described in detail. The 
methods of histamine extraction from tissues and body 
fluids as well as the occurrence of preformed hista- 
mine is covered. The liberation of histamine and 
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the possible physiologic role of this chemical is care. 
fully considered. The liberation of histamine jp 
anaphylactic shock in various animals, the release of 
this material in peptone shock, by trypsin, snake and 
bee venoms as well as by simple nitrogenous bases 
is discussed. The mechanism of histamine release js 
presented, the physical theory, that of cellular injury 
and displacement being discussed. 

The third chapter of this monograph deals with 
the metabolism of histamine, starting with the for. 
mation of the chemical, through its destruction and 
excretion. 


The fourth chapter is concerned with the auto- 
pharmacologic problem of anaphylaxis and allergy. 
This discussion includes a rather interesting account 
of anaphylatoxin and the humoral theory of anaphy. 
laxis, the factors other than histamine in the genesis 
of anaphylactic and peptone shocks are also con. 
sidered. 


The fifth chapter considers those factors which 
produce inhibition of the effect of histamine, both 
physiologic and specific antagonism being discussed. 


The final chapter is entitled Sensitization Diseases 
and is mainly a discussion of the possibility of as. 
sembling into a single group the phenomena of 
anaphylaxis and those of human allergy. 


For any persen dealing extensively with the allergic 
diseases, and not familiar with the data concerning 
histamine, this litthe book is required reading. The 
reader who may be interested in histamine research, 
will certainly find rather interesting data, and an 
excellent bibliography. 


Operative Technic in Specialty Surgery 


Edited by Warren H. Cole, M.D., Professor of Sur- 
gery and Head of the Department, University of 
Illinois College of Medicine. Second edition. 941 
pages. New York: Appleton-Century-Crofts, Inc., 
1956. Price $20.00. 


The caliber of this work is a reflection of the 
superb group of co-authors that Dr. Cole has brought 
together in his volume. His selection of author for 
each chapter has been an outstanding and progressive 
surgeon and teacher. This means that the best and 
the latest in surgical specialties is covered in this 
second edition. Among others there are included chap- 
ters covering the field of cardiac and vascular surgery, 
genitourinary surgery, gynecologic, neurological, and 
plastic surgery. While the authors in every instance 
make an effort to be complete the omissions are 
usually confined to the more abstract and less well 
established procedures, but essentially all are men- 
tioned. In addition to the technics which are covered 
there are briefly outlined the diagnostic criteria and 
indications for their use. 


Of special interest are the chapters by Dr. Michael 
DeBakey on various phases of peripheral vascular dis- 
ease with many excellent illustrations. It incorporates 
the wealth of information that he has accumulated in 
recent years in this field of surgery. Dr. Reginald 
Smithwick reviews the work that has been so success 
ful in his hands. His chapter on the autonomic nervous 
system is a classic as one might expect, and he reviews 
the surgical physiology of the autonomic nervous sys- 
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tem as well as the technical aspects of surgical treat- 
ment. 

This is an excellent volume for reference, teaching, 
and use as a manual. It should be the property of 
both the general and specialty surgeon, and it will 
prove of value in many instances to the general prac- 
titioner Who wonders what may be entailed in various 
procedures with which he is not familiar. 


Complications of Regional Anesthesia 


By Daniel C. Moore, M.D., Director, Department 
of Anesthesiology, Mason Clinic, and Chief of An- 
esthesia, Virginia Mason Hospital, Seattle, Washing- 
ton. 265 pages, illustrated. Springfield, Illinois: 

Charles C. Thomas, Publisher, 1955. Price $10.50. 

Dr. Moore has presented a wealth of material for 
those people interested in anesthesiology. He covers 
extensively the complications that occur with re- 
gional anesthesia and also the prevention and treat- 
ment when they do occur. The house officer on sur- 
gery or anesthesiology should use this book to learn 
of the complications that do occur before he learns 
them by having them occur to him. Here are many 
of the answers to the “do not want a regional anes- 
thesia because” by patients and physicians. 

The book is so organized that one can read a 
particular section without using the entire book. The 
chapters on headache and neurologic signals would 
be worth reading for anyone either preferring or 
disliking spinal anesthesia. 


Basic Surgical Skills 


By Robert Tauber, M.D., Assistant Professor of 
Gynecology and Obstetrics, The Graduate School of 
Medicine, University of Pennsylvania. 73 pages. 
Philadelphia: W. B. Saunders Company, 1955. Price 
$3.75. 


This monograph attempts to provide a laboratory 
manual of surgical technics. Such a manual is desir- 
able. However, in many ways the present volume is 
disappointing. The concept of the training board is 
quite good and if the author’s exercises are practiced 
on this board, manual dexterity will be acquired. The 
sections demonstrating knot tying are adequate. The 
sections illustrating various types of stitches are clear. 

The objectionable features, in this reviewer's opin- 
ion, are contained primarily in the section on hemo- 
stasis. However, it is recognized that these technics 
were devised by a gynecologist for pelvic surgery and 
as such may be adequate. However, it seems that 
much of this section goes against some of the basic 
principles of accepted surgical technic. Also, a surgeon 
should be able to tie most sutures, even under tension, 
without having to resort to a special knot holder. 


From a number of aspects this manual does not 
seem the best for the student or surgical house officer. 


Roentgen Interpretation of Fractures and Dislocations 


By Joseph Levitin, M.D., Chief, Department of 
Radiology, Mount Zion Hospital, San Francisco; and 
Ben Colloff, M.D., Associate Chief, Department of 
Orthopedic Surgery, Mount Zion Hospital. 230 
pages, illustrated. Springfield, Illinois: Charles C. 
Thomas. Publisher, 1956. 


BOOK REVIEWS 419 


The book contains a review, in a rather condensed 
form, of the fractures that one commonly meets in 
an orthopedic practice. The fractures in each general 
area of the body are presented in a group. Each of 
the fractures is depicted in clear line drawings that 
include the important muscular and ligamentous at- 
tachments relevant to the mechanics of the fracture. 
The author has also included a discussion of the 
mechanics, an accepted method of treatment and those 
criteria commonly used for satisfactory position. A 
worthwhile inclusion are examples of normal develop- 
ment which may be confused with fractures. 

The expressed desire of the author is to describe 
the post-reduction state that will be considered satis- 
factory. The book was assembled from questions posed 
by residents in orthopedics and roentgenology. This 
reader feels that it is at this level that the book will 
find its chief application. The medical student with 
particular interest in fracture work will find this work 
instructive. The practicing orthopedic surgeon and 
radiologist will find the work especially valuable as 
a quick review of the pertinent anatomy of a given 
fracture. 


Etiology of Chronic Alcoholism 


By Oskar Diethelm, M.D., Professor of Psychiatry, 
Cornell University Medical College. 227 pages. 
Springfield, Illinois: Charles C. Thomas, Publisher, 
1955. Price $6.75. 

In the strictest sense of the word this book does 
not accomplish what the title suggests, because it 
becomes very clear that there is no single cause for 
chronic alcoholism. The authors, four psychiatrists and 
an anthropologist, consider the eitology of chronic 
alcoholism from broad socio-economic, physiologic and 
psychologic aspects, and the over-all result is a very 
comprehensive and clear presentation of the general 
problem of chronic alcoholism and recent research 
in this field. It is evident that chronic alcoholism is 
not a single entity, but a syndrome associated with 
other psychosociologic illnesses. Particularly interest- 
ing is the chapter on biochemical investigation of 
emotions and chronic alcoholism in which it is shown 
that in anxiety, tension, and resentment there are 
measurable changes in blood components at the time 
these symptoms are present. A norepinephrine-like 
substance seems to be associated with anxiety. Tension 
produces a cholinergic-like substance, and resentment 
produces a contracting substance. The anxiety sub- 
stance is reduced slightly by alcohol. The tension 
substance disappeared after ingestion of whiskey and 
the resentment substances were reduced significantly 
by alcohol. These experiments leave one with the 
conviction that abnormal physiologic influences may 
play an important part in the pathogenesis of chronic 
alcoholism. 


The family studies in alcoholism indicate that en- 
vironment and an inherited constitution are closely 
interrelated and it was concluded that any hypothesis 
which postulates the same kind of stress as the essen- 
tial cause of both schizophrenia and alcoholism must 
be wrong. The statement is made that there do exist 
important endocrinologic factors in alcohol, but to 
this reviewer the evidence for this statement is very 
unconvincing. 
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An interesting comparison of Swiss and American 
alcoholic patients is made and the similarities between 
the two groups in spite of the different environment 
and background is noteworthy. 

The final chapter deals with the alcoholic problems 
in the Cantonese of New York City. The incidence 
of this disease is low and alcoholism as a social prob- 
lem is relatively unimportant. It was indicated that 
the strong social controls seem to have proved more 
effective than the forces of modern society and even 
the younger generations show few cases of alcoholism. 

This book should be of interest and value to those 
interested in mental hygiene and especially to clinical 
physiologists, psychiatrists and professional groups in- 
volved with the problems of alcoholism. 


The Surgical Technic of Abdominal Operations 


By Julius L. Spivack, M.D., Associate Professor of 

Surgery, University of Illinois College of Medicine. 

Fifth edition. 891 pages, 1037 illustrations on 495 

figures. Springfield, Illinois: Charles C. Thomas, 

Publisher, 1955. Price $17.50. 

This volume had not been rewritten in nine years, 
and the changes since the fourth edition reflect the 
tremendous changes in surgery since 1946. There have 
been added three entirely new chapters, and several 
technics have been added in the chapters previously 
included. An effort is made by the author to outline 
step-wise the procedures of abdominal surgery, and 
he includes in a very limited fashion some of the 
technics of gynecologic surgery. 


Each major division of abdominal surgery is de- 
scribed with a lead section on anatomy of the struc- 
tures involved with special emphasis on blood supply 
and anatomic variations. This makes, of course, for 
a very nice review of the area and increases the 
readiness with which study of the drawings and de- 
scriptions may be accomplished. The best chapters are 
on the Biliary Tree, the Stomach, and Hernia. 

In an effort to be complete Dr. Spivack at times 
becomes wordy and describes many “Spivack” modi- 
fications, but since these have proved satisfactory in 
his hands, they certainly have a place in his book. 
Many outmoded procedures are described, but they 
serve to inform the reading and working surgeon of 
those things which his predecessors have done. 

It is a good manual of surgery and is meticulous 
in detail, employing a minute numerical step method 
of description. This book probably has its greatest 
use as an aid to the house officer on the surgical 
service, or as a reference book to the occasional 
abdominal operator. 


The Relationship Between Syringomyelia and Neoplasm 


By Charles M. Poser, M.D., Instructor in Medicine 
(Neurology), University of Kansas School of Medi- 
cine. American Lecture Series. 96 pages. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1956. Price 
$3.50. 


The author has used to advantage the case material 
at his disposal and that recorded in the literature in 
presenting a series of 234 autopsied cases in which 
syringomyelia was found to be associated with a 
tumor of the central nervous system. The tables and 
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charts are well done and add greatly to the value 
of this treatise. The tumors are analyzed in detail 
with regard to their histologic structure and location, 
The association of Von Recklinghausen’s disease and 
Lindau’s disease with syringomyelia is discussed. ]t 
is concluded that syringomyelia and its associated 
central nervous system neoplasms are best explained 
on the basis of faulty differentiation during em. 
brologic development. It is suggested that perhaps 
this process is similar to the one which is responsible 
for the phakomatoses. 

This volume is attractively printed and an extensive 
bibliography is appended. It is highly recommended 
to all physicians with a special interest in neurology 
and neuropathology. It deserves a place in all medical 
school libraries. 


Multiple Neurofibromatosis 


By Frank W. Crowe, M.D., Department of Derma- 
tology, School of Medicine and Heredity Clinic, 
Institute of Human Biology, University of Michigan; 
William J. Schull, Ph.D., Heredity Clinic, Institute 
of Human Biology; and James V. Neel, MD. 
Heredity Clinic, Institute of Human Biology. Ameri- 
can Lecture Series. 176 pages. Springfield, Illinois; 
Charles C. Thomas, Publisher, 1956. Price $5.00. 
This is a study based on the examination of 223 
patients with Von Recklinghausen’s neurofibromatosis. 
The dermatologic aspects of this disorder are described 
in detail and the diagnostic implications of cafe’-au- 
lait spots are statistically analyzed. This aspect of the 
study is of considerable interest and is most impressive. 


The neurologic aspects are dealt with quite sum- 
marily, not more than three pages being devoted to 
the central nervous system involvement. The authors 
suggest that this disorder is much more common than 
has been recognized. A chapter on the genetics of this 
disease concludes the volume. 


The sections on the dermatologic and genetic as- 
pects of the disease are the most noteworthy portions 
of this monograph. It is unfortunate that a more 
extensive discussion of the neurologic involvement was 
not included. Nevertheless, this volume deserves a 
place in all medical school libraries and will be of 
interest to many physicians. 


Chest X-ray Diagnosis 


By Max Ritvo, M.D., Assistant Clinical Professor 

of Radiology, Harvard Medical School. 625 pages. 

Second edition, thoroughly revised, 633 illustrations 

on 426 engravings and 1 color plate. Philadelphia: 

Lea & Febiger, 1956. Price $16.00. 

This second edition is an up-to-date book of broad 
scope, including many recent developments not de- 
scribed in most other books now available. The strong 
emphasis on thorough understanding of clinical fea- 
tures and on the good use of available tools is laud- 
able. One particularly good feature is that text and 
illustrations are kept together—a feature lacking in 
an amazing percentage of medical books. In alloca- 
tion of space, however, it often seems that too much 
is given to some uncommon conditions, and too little 
to frequently encountered problems. Also it often 
seems that the author presents only his own views 
on some controversial subjects. 
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“Metamucil does both!” 


Metamucil stimulates normal peristalsis 
and produces soft, easy stools. 
“Smoothage” management with 
Metamucil may be continued as long as 


desired in every type of constipation. 


psyllium hydrophilic mucilloid with dextrose 
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HILL CREST SANITARIUM 
Established in 1925 


a FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


Out-Patient Clinic and Offices 


James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones WO 1-1151 and WO 1-1152 


DUAL RELIEF 


For a smooth course in the menopause 
For longer-lasting relief of: 
w hot flashes 
w headache 
w dizziness 
sweats and chills 
tremor 
@ nervousness and emotional disturbances 
g labile hypertension 


Sengyn OF 


(BRAND OF RESERPINE AND ETHINYL ESTRADIOL) 
Sergynol restores estrogen balance and controls vasomotor symptoms of the menopause. 


COMPOSITION: Each Sergynol tablet contains: 
Ethinyl Estradiol........... 0.02 mg. 
DOSE: One tablet 2 or 3 times a day for one week, then one tablet daily. 
SUPPLIED: Boxes of 60; bottles of 500. 


Send for Sampies A 8. F. ASCHER & COMPANY, INC. / KANSAS CITY, MO. e Ethical Medicinals 
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“versatile diuretic —the 
“most widely prescribed of 
its kind — piamox has been 

found strikingly effective in 
variety of conditions, 
including cardiac edema, 
epilepsy, glaucoma, toxemia 
"of pregnancy, obesity with 
“edema, premenstrual 

tension, drug-induced 

edema following ACTH and 
cortisone therapy. 


_ Asingle oral dose, active for 

6 to 12 hours, resultsin 

~ continuous rather than 

intermittent control of 

edema, since DIAMOX 

_ effective in the mobilization 

"of edema fluid and in the 

__ prevention of fluid 
accumulation as well. 

_ Excretion by the kidney is 

usually complete within 12 

hours with no cumulative 

effects. 


DiaMox is well-suited to 

long-term therapy. 

Low toxicity, lack of renal 

apd gastrointestinal 
irritation, ease of 
administration make its use 

simple and singularly free of 

complications. Blood 

electrolyte changes are 

_ transient, readily reversible. 


: Supplied: scored tablets of 
~ 250 mg, (Also in ampuls of 
_ §00 mg. for parentéral use). 


LEDERLE LABORATORIES DIVISION 


~ AMERICAN CYANAMID COMPANY 


PEARL RIVER, NEW YORK ACETAZOLAMISDE LEDERLE 
S. Pat. Off 
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In spastic and occlusive vascular diseases 
TENSODIN 


Tensodin is indicated in angina pectoris and 
other coronary and peripheral vascular condi- 
tions for its antispasmodic, vasodilating and 
sedative effects. The usual dose is one or two 
tablets every four hours. No narcotic prescrip- 
tion is required. 


Each Tensodin tablet contains ethaverine hydrochloride 
(non-narcotic ethyl homolog of papaverine) 14 grain, pheno- 
barbital 14 grain, theophylline calcium salicylate 3 grains. 


Tensodin Tablets 
100’s, 500’s and 1000’s 


Tensodin®, a product of E. Bilhuber, Inc. 


BILHUBER-KNOLL CORP. distributor New JERSEY : 


@ Mode.» Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 


Se Therapy @ Supervised Sports @ Religious Services 


seeeeey Your patients spend many hours daily in healthful out- 


ha door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies . . . all on 
Florida’s Sunny West Coast . 


ANGLO Rates Include All Services and Accommodations 


Brochure and Rates Available to Doctors and Institutions 


A MO DE R N H Os PI TA L F Oo R edical Director—SamueL G. Htsss, M.D. 
EMOTIONAL READJUSTMENT soe. ateica! Director Warren H. Ja, MD 


Peter J. Sporto, M.D. 
TARPON SPRINGS e FLORIDA Ress, M.D. Arturo G. Gonzaez, M.D. 
Consultants in Psychiatry 


nN, M.D. Rocer E. M.D. 
Water H. Battey, M.D. 
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FsTABLIsHED 1916 


Appalar fiall * Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 


lescence, drug and alcohol habituation. 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 

Wn. Ray GriFFIN, Jr., M.D. Mark A. GrirFin, M.D. 
Ropert A. GRIFFIN, M.D. Mark A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, Asnevittr, N. C. 


VE R M I Z I N E Most Potent io 


against PINWORMS (Oxyuriasis) ano ROUNDWORMS (Ascariasis) 


In treatment and eradication of pinworms and round- 
worms, clinical investigators found Vermizine notably 
effective. 


“he, 


Oxyuricidal properties of Vermizine’s principal ingre- 
dient— Piperazine Gluconate—accomplish rapid reduction 
and elimination of infestations, both in children and adults. 
Well-tolerated; low in toxicity. No untoward effects. 


~ 


Pleasing Strawberry Flavor 
Invites Acceptance 


out Compounded in a pleasing strawberry-flavored syrup, 
#4 Vermizine is highly acceptable—even to small children. 

on 

Supplied: Gallons, Pints, 8-0z. Bottles. 
CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, Illinois 
D. Pacific Coast Branch 
381 Eleventh St., San Francisco, Calif. 

MD. 
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A new design 
with your 
practice in mind 
BURDICK UT=-4 
ULTRASONIC UNIT 


The acceptance of ultrasonic therapy as a standard 
office procedure points up the need for an efficient 
compact unit. 


Combining light weight, effective radiating intensity 
and automatic control features, the UT-4 sets a new 
standard of economy and convenience in ultrasonic 
treatment for every physician’s office. 


Among the many features of the Burdick UT-4 are: 


@ Weight — 25 pounds 

Size — 16 x 12 x 9- inches 

Radiating area—6 cm? 

Effective intensity — 21/, watts ‘cm? 
@ Automatic timer 


Meter — registers intensity and output 
Price — under $400 


For a full appreciation of the many features cf the 
UT-4 see your Burdick dealer — or write us for 
information. 


THE BURDICK CORPORATION MILTON, WISCONSIN 
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THE OPHTHALMOLOGICAL STUDY COUNCIL 
LANCASTER COURSES IN OPHTHALMOLOGY 
Colby College, Waterville, Maine 
June 22 to September 7, 1957 
SUBJECTS INCLUDED 


Anatomy Pharmacology 
Histology Neuro-Ophthalmology 
Embryology Motor and Sensory 
Heredity Refraction 

Pathology Slit Lamp 


Bacteriology Perimetry 

Optics Surgical Principles 
Physiological Optics Glaucoma 
Visual Physiology General Diseases and 
Bio-Chemistry Ophthalmoscopy 


Fee: $325.00 Veterans’ Tuition Paid by Veterans 
Administration 


Adequate living quarters on the college campus 
For further information write 


Ophthalmological Study Council 
Parker Heath, M.D. 
Sullivan Harbor, Maine 


TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 
services. 


(Organic diseases of the nervous system, psycho- 
neuroses, psychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 


problems.) 


Dr. James Asa SHIELD 
Dr. Georce S. Futtz, Jr. 
Dr. Rospert K. WILLIAMS 


Dr. Howarp R. Masters 
Dr. Weir M. Tucker 
Dr. AMELIA G. Woop 
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In Urinary-Tract Infections 


Preparation 
of 
Choice 


HIGH 


NNO Phitedelphia 1, Pa. 


SUSPENSION . TABLETS 
SULFOSE 
Triple Sulfonamides 


(Sulfadiazine, Sulfamerazine, Sulfamethazine) 
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THE ORIGINAL FECAL SOFTENER 


IN CONSTIPATION 


The answer... 


Surface” 55.0 
Tension 
Units 
45.0 
= Clinical and physicochemical research have 
2 40.0; established the optimal dosage for complete fecal 
2 softening. At a dosage of 240 mg. of dioctyl 
3 35.0; sodium sulfosuccinate once daily, surface tension 
= 30.0 lowering and homogenization reach the 
po maximum effective level (average daily excretion 
= 25.0 150-200 Gm.'). The chart indicates the need for 
2 a daily dosage of 240 mg. and substantiates the 
= 20.0 fact that no increase in fecal softening can be 
5 | obtained from additional quantities. 
15.0 
10.0 
+ 
s 0.1 0.2 0.3 0.4 0.5 


Doxinate Concentration 


1. Best & Taylor, The Physiological Basis of Medical Practice, 6th Ed. 
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ONE CAPSULE DAILY 


provides 


MAXIMUM EFFECTIVENESS 
with 


PATIENT CONVENIENCE 
and ECONOMY 


In The Interest of Medicine Since 1870 
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(Continued from page 417) 


]r., assistant professors; and Dr. Jerome L. Duggan 
and Dr. Jim R. Seybert as instructors. 

Dr. Charles W. Scherr, formerly from the University 
of Chicago, has recently joined the University of Texas 
as assistant professor of physics. 

Dr. E. Frank Dunton, resident surgeon at the John 
Sealy Hospital, Galveston, has recently been appointed 
to a three-month residency in the Medical Division of 
the Oak Ridge Institute of Nuclear Studies. 

The Fifth Annual Interim Meeting of District VII 
of the American College of Obstetricians and Gynecol- 
ogists will be at the new Statler-Hilton Hotel, Dallas, 
Texas, April 12-13, 1957. 

Dr. W. O. Milligan, professor of chemistry at Rice 
Institute, has recently received the Southwest Regional 
Award of the American Chemical Society. 


VIRGINIA 

Dr. George Duncan, Norfolk, was recently elected 
president of the Hampton Roads Orthopedic Society. 
Dr. Arthur A. Kirk, Portsmouth, secretary. 

The following appointments have been made at the 
Richmond Memorial Hospital: chief of medicine, Dr. 
Wyndham B. Blanton; internal medicine, Dr. Charles 
M. Caravati, chief; Dr. Arthur Klein, vice-chief; and 
Dr. Adney K. Sutphin, secretary; general practice. Dr. 
E. E. Haddock, chief obstetrics and gynecology, Dr. 
Eric Schelin, chief; roentgenology, Dr. Donald P. 
King, chief; and pathology, Dr. Willis M. Monroe, 
chief. Dr. Henry W. Decker will be chief of staff, with 


1 tablet 
all day 


Dr. Arthur Brinkley as assistant and Dr, Sidney Grey 
Page, Jr., secretary. 

Dr. Charles W. Whitmore, Lynchburg dermatologist, 
has been recently admitted to the Lynchburg Bar As- 
sociation. 

Dr. Arthur J. Mourot, Alexandria, has recently been 
elected president of the Historic Alexandria Founda- 
tion. 

Dr. Charles L. Outland, health director of Richmond 
Public Schools; Dr. Edward M. Holmes, Jr., city health 
director; and Dr. Richard J. Ackart, executive director 
of the Virginia Hospital Administration have recently 
been elected members of the British Royal Society of 
Health. 

Dr. Marion L. Rice, Jr., has recently been appointed 
to the part-time position of medical examiner in the 
Richmond City Employees’ Medical Service. 

Dr. R. K. Butler, recently of Front Royal, has been 
appointed Director of the Haywood County Health 
Department, Waynesville, N. C. 

Dr. D. C. Mayes, general practitioner and civic 
leader in Dinwiddie, recently received a plaque in 
commemoration of his services. 

Dr. William R. Jordan, Richmond, has_ recently 
been reappointed Governor for the State of Virginia 
for the American Diabetes Association. 

One hundred ninety-one delegates from colleges, 
universities, learned societies and educational and pro- 
fessional organizations over the nation attended the 


(Continued on page 90) 


Simplified dosage* 
to prevent 
Angina Pectoris 


VMetamine 


Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


*Usual dose: Just 1 tablet upon arising and one before the evening meal. Bottles 
of 50 tablets. THos. LEEMING & Co., INc., 155 East 44th Street, N.Y. 17, N.Y. 


all night 
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dimensional 
futritional 


protectant 


BIVAM 


the water-soluble, 
citrus bioflavonoid 
complex (as provided 
exclusively in C.V.P.) 


multiple vitamins (A, D,C, By, 
Bo, Be, Biz, K, E, niacinamide, 
calcium pantothenate, 

folic acid) 


multiple minerals 
(calcium, iron, mag- 
nesium, manganese, 
copper, zinc, iodine, 
molybdenum, 
cobalt) 
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deficiencies... and to help speed healing and 
convalescence in medical and surgical patients. 
pregnant and lactating women, in aged and 
: debilitated patients, before and after surgery, in 
restricted diets, patients with lowered resistance. 
BIVAM tablets Provide: capillary-protectant water- 
soluble citrus bioflavonoid complex... 
antihemorrhagic vitamins K and C...well 
= free calcium, hematinic vitamin Bj2, folic 
acid, copper, cobalt, molybdenum . . . anti- 
emetic vitamin Be... and many nutrients 
essential to normal metabolic function 
and anabolism, and optimal health. 
Dose of 3 BIVAM tablets provides: 
Citrus Bioflavonoid Compound* . 100mg. 
‘Ferrous _. . 100mg. | 
TABLETS ‘Thiamine Mononitrate (B1) . . 3mg. | 
Pyridoxine HCI (Be). . 3mg. 
tocopheryl ‘acetate) . 1 Int. Unit 
*ontains the many active bioflavonoid 
factors of the specially processed water- 
soluble bioflavonoid complex from citrus. 
Supplied: bottles of 100, 300, 500 and 
SAMPLES small, easy-to-sw. ow BIVAM tablets and literature from... 
U.S. vitamin Corporation + PHARMACEUTICALS 
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CITY VIEW 


PHENAPHEN 
PLUS 


SANITARIUM 


For the diagnosis and treatment of 


nervous and mental disorders, and 


addiction to alcohol and drugs. 


MISERABLE COLD 


each coated tablet: 

Phenacetin(3gr.). . . . 194.0 mg. 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
Phenobarbital (4 gr.) . . . . 16.2mg. 
Hyoscyamine Sulfate . . . . 0.031 mg. 
Prophenpyridamine Maleate. . 12.5 mg. 
Phenylephrine Hydrochloride . 10.0 mg. 


Established 1907 


NASHVILLE, TENNESSEE 


al f t 
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% 2829 307 for pre-natal supplementation 
456 “Stress of pregnancy ... 24 hours a day, for 
pe | 18 13 20 the entire gestation, the postpartum period and 
2326 276 lactation.’” In OBRON, 8 essential vitamins, 
2° calcium, iron and 8 other minerals are 


formulated to compensate for stress-conditioned 
gestational deficiencies. 


In bottles of 100 soft, soluble capsules. 
1. Tompkins, W. T.: in Modern Nutritionin Health and Disease, ed. by 


Wohl, M. W. and Goodhart, R. S., Lea & Febiger, Philadelphia, 
1955. p. 885. 


CHICAGO 11, ILLINOIS PEACE of mind ATARAX® 


# 
* 
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among 
Unexcelied IA 


potency 


In the nonhormonal treatment of arthritis 
and allied disorders surpa: 


Its well-established 
include remarkably 
broad scope 

and no tendency to 

_ of drug tolerance, 
~nonhormonal, 

-¢auses no upset of 
endocrine balaiee, 


improves function, 2 
resolves inflammation ifs 
Gouty Arthritis 


Rheumatoid Arthritis 
Rheumatoid Spendylitis 
Painful Shoulder Syndrome 


being a patent 

agent, physicians infancy 

use are urged send fox 


Gricy). Red coated tablets of mg. 
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When fats upset digestion, 
it’s time to step up 


the flow of bile 


Remington* says: “Bile is essential for the normal 
digestion of fats and the absorption of fatty acids. 
The presence of bile in the intestine is also neces- 
sary for opt:mal absorption of the fat-soluble 
vitmains.” 


CHOLOGESTIN is a reliable choleretic and chola- 
gogue. It is highly effective because it contains 
salicylated bile extract combined with pancreatin 
and sodium bicarbonate. 


CHOLOGESTIN is indicated for fat intolerance 
and other hepatic and biliary conditions where 
there is a deficient flow of bile. Dosage, 1 table- 
spoonful in cold water after meals. 


TABLOGESTIN, 3 tablets are equivalent to -1 
tablespoonful of Chologestin. 


*Practice of Pharmacy 
11th ed., 1956, p. 704. 


F. H. STRONG COMPANY 
112 W. 42nd Street New York 36, N. Y. 


Please send me free sample of TABLOGESTIN together with 
literature on CHOLOGESTIN. 


SMJ-3 


STATE 


is the symbol 
of the 


Standardized 
Tablets 
Quinidine Sulfate 


Natural 


0.2 Gram 
(approx. 3 grains) 
produced by 
Davies, Rose & Co., Ltd. 


By specifying the name, the 
_ physician will be assured that this 
standardized form of Quinidine 
Sulfate Natural will be dispensed 
to his patient. 


Clinical samples sent to physicians 
on their request 


Davies, Rose & Co., Ltd. 
Boston 18, Mass. 
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NEOBON 


TO FIGHT THE INROADS OF AGE 


Current opinion stresses the importance of early recognition of 
the undesirable effects of aging, and adequate metabolic support 
of the body’s fight against them.' NEOBON, by providing 4 factors 
PLUS 1, corrects all 5 of the recognized treatable causes of aging. 


Gonadal Hormone Decline—NEOBON’S daily dose of 3 mg. Methyl- 
testosterone and 0.018 mg. Ethiny!] Estradiol offsets it. 


Hematinic Deficiencies—NEOBON combats nutritional anemia and 
iron deficiency with essential hematinic factors. 


Digestive Enzyme Deficiency—NEOBON supplies pepsin and pan- 
creatin to insure proper absorption and utilization of foods— 
despite digestive “let-down”’ of aging. 


Nutritional Inadequacy— NEOBON’S complete combination of essen- 
tial minerals and vitamins replaces deficiencies inherent in the 
restricted diets of the aging. 


PLUS -NEOBON’s new lysine, the amino acid that lifts low value vegetable 
proteins to the high grade quality found in meat and eggs. 


NEOBON in bottles of 60 soft, soluble capsules; prescription only. 
1. Klemme, H. L.: Clin. Med., October, 1956. 


NEW NEOBON LIQUID, a geriatric tonic 


providing gonadal and thyroid supplementation, im- 
proved carbohydrate and protein utilization, hematinic 
action, and mild antidepressant effect. 


In 16 02. bottles; prescription only. 


PEACE of mind ATARAX® Chicago 11, Illinois 
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Fast Relief 


Medihaler offers virtually instantaneous relief and does 
so with little effort and with maximum safety. 


Measured-Dose True Nebulization 

Delivers a measured dose of true nebular vapor... Dose 
is always the same regardless of strength of fingers or 
amount of medication in bottle. 


Costs the Patient Less 


Medihaler Oral Adapter is made of unbreakable plastic 
...NO moving parts...and 200 applications in each 10 ce. 
bottle. 


Medihaler-Epi 
Riker brand of epinephrine U.S.P. 0.5% solution in inert, 
nontoxic aerosol vehicle. Each ejection delivers 0.125 mg. 
epinephrine. In 10 cc. vial with metered-dose valve. 


Indicated in acute or recurring bronchospasm. Re- 
places injected epinephrine in many emergency situations. 


Medihaler-lso° 


Riker brand of isoproterenol HCl 0.25% solution in 
inert, nontoxic aerosol vehicle. Each ejection delivers 
0.06 mg. isoproterenol. In 10 cc. vial with metered-dose 
valve. e Indicated in acute or recurring bronchospasm. 


Note: First prescription should include desired medication and 
/ Medihaler Oral Adapter, supplied with pocket-sized 
plastic container. 


-——The Medihaler principle 


is also available in Medihaler-Nitro™ (octyl nitrite) for the rapid re- 
lief of angina pectoris...and Medihaler-Phen™ (phenylephrine-hydro- 
cortisone-neomycin) for lasting, effective relief of nasal congestion. 


\Riker|- ANGELES 


For the Asthmatic 
/ 
= 
\ 
\ 


VOLUME 50 SOUTHERN MEDICAL JOURNAL 


A new 


therapeutic approach 


with inherent safety 


in PRURITUS ANI 


and itching of 3 years’ duration. 


HYDROLAMINS 


TOPICAL AMINO ACID THERAPY 


Unique physiologic barrier—topical amino acids— 
brings rapid relief (98%') and complete healing (88%') 


*...the objectives of therapy in pruritus ani can be listed 
under 3 headings: 


(1) relieve itching: {Hydrolamins produced immediate relief 
of intractable itching in 98% of patients. The anti- 
pruritic effect of one application lasts about twenty-four 
hours. '] 


(2) accelerate healing, (Hydrolamins rapidly and com- 
pletely healed reddened, fissured, macerated and ridged 
perianal lesions in 88% of cases."] 


a (3) allow natural healing without trauma due to physical, 
Same case after treatment with Hydro- mical, ic, i i i nts.”? [Th 
amino acids of Hydrolamins promote safe, natural heal- 
whitened anal folds ing while the ointment protects the perianal area from 


irritation. 


Due to the rapidity of action of Hydrolamins, it is believed that protein-precipitating 
irritants, responsible for the pruritus, are neutralized. Hydrolamins also forms a 
biochemical barrier against further irritation. 


SUPPLIED; In 1 oz. and 2.5 oz. tubes. 


Pharmaceutical Company, Chicago 14, Illinois 


1. Bodkin, L.G., and Ferguson, E.A., Jr.: Successful Ointment Therapy for Pruritus Ani, Am. J. Digest. Dis. 
18:59 (Feb.) 1951. 
2. Fromer, J.L.: Dermatologic Concepts and Management of Pruritus Ani, Am. J. Surg. 90: 805 (Nov.) 1955. 
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How to pep up a poor appetite 


CYANOCOBALAMIN (CRYSTALLINE VITAMIN B,,) 
When REDISOL— pure vitamin B,.—is used as a dietary supple- 
ment, weight gain and increase in appetite often follow. The 
cherry-flavored Elixir and soluble Tablets dissolve readily in 
liquids. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D... President 
ploying modern diagnostic and treat- 
JOHN R. SAUNDERS, M.D., Assistant 

ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational THOMAS F. COATES, M-D., Assaciete 

; CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 
addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 
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ACHROCIDIN is indicated for prompt con- 
trol of undifferentiated upper respiratory 
infections in the presence of questionable 
middle ear, pulmonary, nephritic, or rheu- 
matic signs; during respiratory epidemics; 
when bacterial complications are observed 
or expected from the patient’s history. 


Early potent therapy is provided against 
such threatening complications as sinusitis, 
adenitis, otitis, pneumonitis, lung abscess, 
nephritis, or rheumatic states. 


Included in this versatile formula are rec- 
ommended components for rapid relief of 
debilitating and annoying cold symptoms. 


Adult dosage for ACHROCIDIN Tablets and 
new, caffeine-free ACHROCIDIN Syrup is two 
tablets or teaspoonfuls of syrup three or 
four times daily. Dosage for children 
according to weight and age. 


Available on prescription only 


symptomatic 
relief... plus! 


ACH 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND 


Tablets 
and 
Syrup 


Each tablet contains: 

ACHROMYCIN® Tetracycline 125 mg. 
Phenacetin 120 mg. 
Caffeine 30 mg. 
Salicylamide 150 mg. 
Chlorothen Citrate 25 mg. 


*Trademark 


t Lederie) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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employ 
the multiple factors 
of BREWERS’ YEAST 


an eminently valuable natural supple- 
ment — with these unique advantages: 


e Richest natural source of vitamin B 
complex factors plus nutritionally 
complete protein 

e Optimal balance of amino acids and 
B complex factors is 

Important’source of minerals 


Allen’s 
INVALID HOME 


ESTABLISHED 1890 


MILLEDGEVILLE, GEORGIA 


For the treatment of 


NERVOUS AND 
MENTAL DISEASES 


Ground 600 Acres — Buildings, Brick 


Fireproof — Comfortable — Convenient 
Site High and Healthful 


E. W. ALLEN, M.D. H. D. ALLEN, M.D. 


DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 


Terms Reasonable 


PHENAPHEN PLUS 


NOSE COLD 


each coated tablet: 

Phenacetin(3gr.). ..... 194.0 mg. 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
Phenobarbital (4 gr.) . . . . 16.2 mg. 
Hyoscyamine Sulfate . . . . 0.031 mg. 
Prophenpyridamine Maleate. . 12.5 mg. 
Phenylephrine Hydrochloride . 10.0 mg. 


x 
, 
4 
. 
pe 


VOLUME 50 SOUTHERN MEDICAL JOURNAL 


STERANE® won’t straighten his hook, cure his slice or put him on 
the green in three... but STERANE may reduce your rheumatoid 
arthritic’s handicap of joint pain, swelling and immobility. The 
most potent anti-rheumatic steroid, STERANE (prednisolone) is 
supplied as white, scored 5 mg. tablets (bottles of 20 and 100) 
and pink, scored 1 mg. tablets (bottles of 100). 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6,New York 
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Her Life 


is Less Frenzied 


—-since the strained and tense feelings of rush, 
pressure, anxiety about her work have been 
eased with— 


Butiserpine:’ 


You prescribe a calmer outlook almost immediately 
prescribe Butiserpine. 


Smooth-acting Butisol® Sodium goes to work at once ong 
tension-relief job, reducing nervous anxiety, while reserping} 
safer low dosage gradually builds up its tranquilizing effegi 


Each tablet or teaspoonful of elixir contains: : 


Butisol Sodium 15 mg. 


Butis erpine (Bu Sodium, 
Reserpine 0.1 mg. 


e Tablets” e Elixir 
e Prestabs* Butiserpine R-A (Repeat Action Tablets) 


th 
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Few patients realize that dandruff (or seborrheic dermatitis 
of the scalp) is a medical problem. Consequently, they never think to 
ask you for help. Yet, you are the only one who can give them effective 
medical treatment. A word from you—about Selsun—will be most welcome. 


Relief from itching, burning and scaling starts with 
the first few Selsun applications and lasts up to four weeks. 
Selsun is as simple and pleasant to use as a shampoo. 

Sold by prescription only, in 4-fluidounce plastic bottles. Ubbott 


AN ETHICAL SOLUTION Selsu 


(Selenium Sulfide, Abbott) 


| 


NUDGES YOUR PATIENT TO SLEEP 


Tensions of the past day .. . 
strange surroundings . . . city noises... 
business worries... The setting may vary, but the complaint is the same: nervous insomnia. 


For these simple cases, consider the aid of Placidyl. 
Placidy] is less profound in mode of action than the barbiturates, 


Its onset is subtle, its effect physiologic, and its aftermath 
usually undetectable. Duration about five hours. 


New sizes enable you now to adjust dosage 
to the weight and condition of your patient. Obbott 


100-mg., 200-mg., and 500-mg. capsules, bottles of 100. 


ht 
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NOW AVAILABLE FOR 


DAYTIME TRANQUILIZATION 


AND SEDATION PHENAPHEN’ 
PLUS 


Placidyl 


(ETHCHLORVYNOL, ABBOTT) 


100-mg. and 200-mg. capsules 


Q. In what ways can I use these new 
sizes of Placidyl? 
A. With them you can now produce any 
degree of effect from tranquilization, 
through sedation, to hypnosis. ae COLD 
each coa tablet: 


Phenacetin(3gr.). ..... 194.0 mg. 
Q. What are the indications: Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
A. Placidyl is indicated in cases of Phenobarbital (Mgr)... . 16.2 mg. 


nervous or muscular tension, mild 
anxiety or = simple Phenylephrine Hydrochloride . 10.0 mg. 
insomnia resulting from 
conditions. Robins 
Q. Does Placidyl provide muscle relaxation? > _ff 
A. Yes, it possesses mild muscle relaxant 
properties which provide added 
advantage in tension states. 


Q. Does Placidyl sedation hinder the 
patient’s work? 

A. No. Investigators have agreed that 
by selecting a suitable dose, 
tranquilization can be achieved 
without any confusion or loss of 
contact with surroundings. 


Q. What daytime dosage is recommended? 

A. Adult dose ranges from 100 mg., 
b.i.d., to 200 mg., t.i.d., depending 
on patient’s condition and response. 


Q. Are the new dosage sizes useful for 
insomnia, too? 

A. Yes. 500 mg. remains the average 
hypnotic dose; but if your patient 
also is taking Placidyl by day, 100 
or 200 mg. at bedtime is usually 
enough to stop insomnia. 


Q. Is Placidyl sold under other trade effective 
names? practical 

A. No. It is a mild, halogenated A specific immunizing antigen for prevention of 
carbinol, structurally unique, made mumps in children and adults where indicated. Vac- 
only by Abbott. Supplied in 100-mg., cination should be repeated annually. 


200-mg. - 
100. Ok Gott LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


702057 
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(Continued from page 75) 


inauguration of Dr. Robert Blackwell Smith, Jr, a 
the fourth president of the Medical College of Vir. 
ginia on December 17 at 11:00 a.m. in the Monumental 
Church, Richmond. In addition, approximately 975 
invited guests of the College viewed the ceremony. 
Students in the 11 schools at MCV other than those 
in the academic procession, wives of faculty members, 
members of the faculty not taking part in the aca. 
demic procession, and others interested has the exer. 
cises brought to them by closed circuit television jn 
the Simon Baruch and Cabaniss Hall auditoriums, 
The academic procession, moving promptly at 10:45, 
was headed by Major General William F. Tompkins, 
chairman of the inaugural committee. First in line 
was the presidential party of thirty-one including Dr. 
Smith, Buford Scott, chairman of the MCV Board of 
Visitors, who presided at the exercises, other members 
of the Board, Dr. Joseph C. Robert, president of 
Hampden-Sydney College and principal speaker, Hon. 
orable E. W. Hudgins, chief justice of the Supreme 
Court of Appeals of Virginia, who administered the 
oath of office, Chancellor William T. Sanger, Dr. Ben- 
jamin R. Lacy, Jr., chaplain of Hampden-Sydney Col- 
lege, who gave the prayer of intercession and dedica- 
tion, Dr. George Ossman, chaplain at MCV, deans of 
the various schools, Charles P. Cardwell, Jr., director 
of the college hospitals, and those who brought greet 
ings to Dr. Smith, Archer K. Tullidge from the MCY 
student body, Dr. Frank L. Apperly from the faculty, 
Dr. James T. Tucker from the alumni association, Col- 


TULANE UNIVERSITY 


SCHOOL OF MEDICINE 


Surgery of the Hand 
March 21-23, 1957 


Industrial Medicine 
April 4 and 5, 1957 


Hematology April 10-12, 1957 


For detailed information write 


DIRECTOR 
DIVISION OF GRADUATE 
MEDICINE 


1430 Tulane Ave. New Orleans 12, La. 
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gate W. Darden, Jv., from the Virginia institutions of 
higher learning, and Governor Thomas B. Stanley 
from the Commonwealth of Virginia. 

Dr. John H. Yoe, Virginia, has recently received the 
fisher award in analytical chemistry during the 130th 
national meeting of the American Chemical Society. 


WEST VIRGINIA 


Dr. George W. Lyon, Huntington, received the 
“Major Louis Livingston Seaman Award” for his 
artide entitled “Radiation Resulting from Nuclear 
Explosion and Fallout,” at the 63rd annual meeting 
of the Association of Military Surgeons of the United 
States, held in Washington during November. 

Dr. D. V. Kechele, Bluefield, was recently re-elected 
president of the West Virginia Cancer Society. 

Dr. Theodore P. Mantz, Charleston, was recently 
elected president of the Kanawha Medical Society. 
Other officers are: Dr. Henry M. Hills, Jr., vice-presi- 
dent, and Dr. Carl B. Hall will continue as secretary. 
Drs. Duke A. Dent, A. B. Curry Ellison, and Marion 
Jarrett were named to three-year terms on the Council. 


CLASSIFIED ADVERTISEMENTS 


NOTICE—Will the resident in Virginia who contacted 
box GG in care of the Southern Medical Journal re- 
garding a preceptorship kindly do so again. 


ASSOCIATE DESIRED for EENT practice located in 
large southern medical center. State experience and 
training. Reply to box GG c/o SMJ. 


RADIUM FOR SALE—Formerly used by Gynecologist. 
85 mg. in seven platinum tubes. Contact DM c/o SMJ. 


FOR SALE—General practice and Surgery, well es- 
tablished. Will introduce. Large clientele. Very rea- 
sonable. Reply to Box 6302, Station H, Atlanta, 
Georgia. 

LOCATION WANTED—Diplomate American Board 
of Surgery, age 32, with additional 114 years special 
training in cardiovascular surgery and research, desires 
work in general and/or cardiovascular surgery. Also 
interested in research and teaching. Available imme- 
diately. Contact SJ c/o SMJ. 


WANTED—Two physicians to serve as General Prac- 
tice Residents until July 1, 1957 to replace two resi- 
dents called into military service. Salary $500 per 
month available until 7-1-57 at which time regular 
stipend of $400 per month applies. Accredited hos- 
pital and superior training program affiliated with 
Tulane School of Medicine. Please give school, grad- 
uate training, and military service when writing. Ad- 
dress inquiries to Paul C. Kiene, Superintendent, 


lallie Kemp Charity Hospital, Independence, Louisi- 
ana, 


EENT RESIDENTS WANTED—EENT Hospital, 125 
beds, averages 35,000 out-patient visits annually, ade- 
quate supervision, instruction and surgery under 
board men, Basic Science Course in affiliation with 
Tulane University included. Cannot accept foreign 
residents. Apply at once: EENT Hospital, 145 Elk 
Place, New Orleans 12, Louisiana. 
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SAINT ALBANS 
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SN 
NSS SSS 
STAFF 
James P. Kinc, M.D. 
Director 
James K. Morrow, M.D. Daniet D. Cnites, M.D. 
‘Thomas Painrer, M.D. James L. Currwoop, M.D. 
Ciara K. Dickinson, M.D. Medical Consultant 
Affiliated Clinics: 
Beckley Mental Health Center Harlan Mental Health Center 
20714 McCreery St. Harlan, Ky. 
Beckley, W. Va. C. H. Crudden, M.D. 
W. E. Wilkinson, M.D. 


Bluefield Mental Health Center 
525 Bland St., Bluefield, W. Va. 
David M. Wayne, M.D. 


for dermatitis 
complicated or threatened 


neomycin and ethamicort TOPICAL OINTMENT 


“4 unique topical steroid-antibiotic combining 
the first water-soluble | 


dermatologic corticoid 
Macnacort* (brand of ethamicort).. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co Inc. » 


*Trademark 
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Supplied: In 1 2-02. and 1 6-02. tubes, 0.5% neomycin sulfate | 
_ and0.5% ethamicort (hyd isone ethamate hydrochloride). 
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SULFASUXIDINE®-NEOMYCIN SUSPENSION WITH KAOLIN AND PECTIN 


In diarrhea, the patient’s critical worry is frequency and 
urgency—and how long until medication provides control. 
Palatable CREMOMYCIN brings quick relief of bacillary 
and nonspecific diarrheas, without constipating rebound. 
The antibacterial action of neomycin and Sulfasuxidine is 
concentrated in the gut. Kaolin and pectin soothe the 
inflamed mucosa, adsorb toxins, help normalize intestinal 


motility. Even your nauseated patients will find 
CREMOMYCIN acceptable. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO... INC PHILADELPHIA 1, PA 


1 
| 
Prompt diarrhea control for active workers 
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For Your Menopause Patients who complain of 
Hot Flashes, Sweating, Palpitation, Nervous Stomach, Dizzy Spells, ete) 
Best Benefited by ’round-the-clock control with Bellergal Spacetabs, 
Proven safe in more than 3400 Published Cases / Dosage: 1 Bellergal Spacetab 


in the A.M. and 1in the P.M. joeen contains: Ergotamine tartrate 0.6 mg., Bellafoline 0.2 mg., Phenobarbital 40, mg, 


SAND OZ puarmacevticais 
ARIOSTO NARDOZZI Hanover, New Jersey 


dermatitis 


complicated or 


neomycin and ethamicort TOPICAL OINTMENT 


unique topical steroid-antibiotic combini 
the first water-soluble 
dermatologic corticoid 
~MAGNACORT* (brand of ethamicort)... 


PFIZER 
Division, Chas. Pfizer & Co., — / 


*Trademark 


Supplied: In 12-02. and 1 6.02. tubes, 0.5% neomycin sulfate Y 
and 0.5% ethamiicort (hydrocortisone ethamate hydrochloride). ( 
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CARROL TURNER SANATORIUM 


Memphis, Tennessee, Route 10, Box 288 


Carrol C. Turner, B.S., M.D., F.A.C.P. Alfred D. Mueller, Ph.B., Ph.M., M.A., Ph.D. 
Neuropsychiatry Clinical Psychology 
Miss Margaret Hyde, B.A. 
Psychological Examiner 


For the Diagnosis and Treatment of Mental and Nervous Diseases 


Located on the Raleigh-LaGrange Road, five miles east of the city limit—accessible to 
U. S. Highway 70 (Bristol Highway) 

Situated on a ninety acre tract of wooded land and rolling fields, the environment is 
conducive to amelioration of the symptoms of emotionally disturbed patients. 
Modérnly equipped with adequate facilities for physical and hydrotherapy, electro- 
shock, and insulin therapy 

Special emphasis is laid on recreational and occupational therapy 

Adequate nursing personnel assures individual attention to each patient 

The main building and hospital department of the Sanitorium is shown above 


FAIRFIELD 


Our convalescent home is lo- 
cated on the Sanatorium 
Grounds 


The home is especially de- 
signed and fitted for the 
care of elderly people. 
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means dependable therapy 
in angina pectoris 


his approach in the treatment of angina pectoris provides 
protection against attacks together with a calmer, more 
serene outlook on life and rehabilitation toward greater 


work capacity and more useful productivity. 


Because each tablet of Pentoxylon combines the valuable tran- 
quilizing, bradycrotic, and nonsoporific sedative actions of Rauwiloid® 
(alseroxylon, 1 mg.), together with the long-lasting coronary vasodi- 
lating effect of pentaerythritol tetranitrate (PETN, 10 mg.), fewer 
and fewer attacks occur and they become less and less severe, 
Demonstrable ECG improvement occurs in most cases. 


Dosage: one to two tablets q.i.d., 
before meals and on retiring. 


hh metere¢ -powe 
nitrite in self Po LOS ANGELES 


Medihalet- 


§ 
4 
g 


96 
q 
| 
| 
| 
} 
| a 
| = 
_, and to stop the acute ee 
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| does occur—within second ;_—employing 
the pulmonary portal of entry> the 
most direct, quickest-acting route to 
the coronary circulation, py means of ; 
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anemias you encounter respond rapidly to 


TRINSICON 


(Hematinic Concentrate with Intrinsic Factor, Lilly) 


potent - convenient - economical 
Because anemia complicates so many clinical conditions,“TRINSICON’ 
serves a vital function in your total therapy. It provides therapeutic 
quantities of all known hematinic factors. Just 2 pulvules daily 
provide a standard response in the average uncomplicated case of 
pernicious anemia and related megaloblastic types. “Trinsicon’ also 
offers at least an average dose of iron for hypochromic anemias, 
including nutritional deficiency types. Available in bottles of 60 
and 500 at pharmacies everywhere. 


LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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help assure optimal nutrition 
during gestation...throughout lactation 


NATABEG KAPSEALS* 


vitamin-mineral combination 


You can help assure optimal nutrition in your patients during pregnancy 
and lactation by supplementing their diet with NATABEC Kapseals. 
Designed to improve intake of important vitamins and minerals at these 
times of increased nutritional need, NATABEC Kapseals, taken regularly, 
help avoid complications and.aid in safeguarding the health of both mother 
and child. 


dosage: As a dietary supplement during pregnancy and lactation, one or more par 
daily. NATABEC Kapseals are available in bottles of 100 and 1,000. 


PARKE, DAVIS & COMPANY MICHIGAN 
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